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Part I 
PUBLIC HEALTH 


1, FOREWORD 


The following reference material has been compiled 
under the direction of the Committee on Health Insur- 
ance of which Dr. G. B. Chisholm was Chairman and 
J. T. Marshall, Secretary. The terms of reference of 
the Committee requested the preparation of descriptive, 
factual material giving a picture of the existing division 
of responsibilities and activities between Dominion and 
the provinces in the various fields of health services. 


The cooperation of the provincial Health Depart- 
ments in compiling this material is gratefully acknowl- 
edged. 

All totals for Canada are exclusive of Yukon and 
The Northwest Territories. 


2. DIVISION OF RESPONSIBILITIES 


Jurisdiction respecting public health is based upon 
the British North America Act, 1867, and all health 
activities are conducted within the limitations of the 
statutory jurisdiction laid down by that Act. To the 
Dominion Government was assigned jurisdiction over 
“quarantine and the establishment and maintenance of 
marine hospitals” (Sec. 91, ss. 11), and to the provinces 
“the establishment, maintenance and management of 
hospitals, asylums, charities and eleemosynary institu- 
tions in and for the provinces, other than marine hospi- 
tals” (Sec. 92, ss. 7). But the residuary power for public 
health has been generally accepted as being in the prov- 
ince by virtue of provincial jurisdiction over “property 
and civil rights in the province” and “generally all mat- 
ters of a merely local or private nature in the province” 
(Sec. 92, ss. 13 and 16). 


3. GENERAL PUBLIC HEALTH SERVICES 


Morbidity statistics are not sufficiently complete to 
use as an index of the effectiveness of public health 
measures but mortality statistics for certain diseases 
although available for the whole of Canada only since 
1921, give some indication of the results achieved. The 
examples following show the improvement which has 
taken place in recent years and indicate the need for 
continuous and expanded public health activities. 


TYPHOID FEVER 


The decrease in the mortality rate from typhoid fever 
in Canada was from 10 per 100,000 in 1921 to one per 
100,000 in 1943. The following table shows the disas- 
trous effect upon the mortality trend of a milk borne 
epidemic in one city in 1927. 


TABLE 1.—MORTALITY RATES—TYPHOID FEVER 
CANADA, 1921-1943 


(Source: Vital Statistics Branch, Dominion Bureau of Statistics) 


Rate per Rate per 
ae 100,000 Me 100,000 
LORE eRe 10-11, 1988 Un 2-7 
LOO OE Re: Sod W1OS4) Wigan 2.7 
LODE, eM tgee 9:01), 10851) ats, 2-5 
LOD rt eee is, 6-6 (1986, dawns 2:3 
LOR ae awe e, 5-0. Ih OS Faei soma. 3-0 
1020 ee... 4-9) |W 1038. tee ae ee 1-9 
LO2T A inet. 11/6, 1930 nee ee 1-6 
TOQHN MECN ie: AS th LOAOL Ne ean 2-0 
TOG Ma 427 C104 eee 6 1:4 
19808 eae tac 4:4 104d eee 0-9 
TOSS PR ale Be PB Map HR eng ew iy ie 1-0 
Ci ak eh 3-2 


INFANT AND MATERNAL MORTALITY 


In recent years a great part of the energy designed 
to effect a decline in the general death rate has been 
directed at infant mortality and with a large measure 
of success. That Dominion, provincial and municipal 
health authorities, together with private welfare agencies, 
have all taken part in the struggle to reduce infant 
mortality is reflected in the figures for the period 1921 
to 1943, which show a fairly constant improvement each 
year. In fact, any fluctuations in the general downward 
trend have been caused by the presence of epidemic 
diseases. In 1921 the infant death rate for Canada was 
102 per 1,000 live births, while figures for 1943 show the 
lowest rate since the registration area was established, 
viz. 54 per 1,000 live births. In other words, over 13,000 
young Canadians were added to the population of Can- 
ada in 1943 who, under conditions prevailing in 1921, 
would have died before their first birthday. 


Maternal mortality (Chart 1) increased in the first 
part of the period, but from 1936 to 1943 decreased 50 
per cent from the rate of 5.6 to 2.8 per thousand live 
births. The infant and maternal mortality rates are 
influenced by provisions for protecting the milk and 
water supplies, and also by the amount of infant and 
maternal welfare services, and possibly by the increased 
hospitalization of the mothers. In 1926, 18 per cent of 
live births took place in institutions, and in 19438, 55 
per cent. In three of the provinces more than 80 per 
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cent were in institutions in 1943, and in one province, 
British Columbia, 92 per cent. The percentages are 
shown in Table 2. 


TABLE 2.—LIVE BIRTHS IN INSTITUTIONS IN 
CANADA BY PROVINCES, 1926 AND 1943 


(Source: Vital Statistics Branch, Dominion Bureau of Statistics) 


Per cent in Institutions} Per cent 


== Increase 
1926 1943 
CANAD AD ROM Tomine dee ae ea cian 17-8 54-7 207-3 
Prince Edward Island......... 2°7 47-2 1,648-1 
INovatocotiaseacrene seen 7°3 56-7 676-7 
New Brunswick.............- 8-5 40-8 380-0 
Quebec tae Beat niece hee ec le 4-8 17-1 256-3 
ONntaIRIOn Seer erca to rmeee 24-9 77-1 209-6 
Manitond casey aac cere 31-3 81-2 159-4 
Saskatiche wallace kbiasmee 22-5 75-2 234-2 
Al berbaes-tetos hye ee career. 33-5 82-9 147-5 
British Columbia yas): 48-3 92-1 90-7 


Chart No. 2 shows the infant mortality in monthly 
age periods and demonstrates very strikingly the pro- 
portion of deaths which occur during the first month, as 
compared to the other eleven months of the first year. 
A comparison with infant mortality and maternal mor- 
tality rates in certain other countries (see Charts 3 and 4) 
shows that Canadian rates have not reached as low 
figures as those attained by some of the other countries. 


COMMUNICABLE DISEASES 


The benefits derived from the use of specific serums 
and vaccines are exemplified in the reduction in both 
morbidity and mortality from smallpox and diphtheria. 
From 1921 to 1933 the mortality rate from smallpox 
was less than one per 100,000 and from 1934 to 1939 was 
less than 0-1 per 100,000, and there were no deaths in 
the years 1940 to 1943. In 1924 (first year figures 
available) there were 2,769 cases reported, and in 1943 
only 6 cases. Diphtheria mortality has decreased 91 
per cent from a rate of 24 per 100,000 in 1921 to 2-4 in 
1943. In 1924 there were 9,039 cases reported; in 1943, 
2,804. 

The mortality from the four communicable diseases 
of childhood taken together (diphtheria, scarlet fever, 
measles and whooping cough) shows a reduction of 83 
per cent between 1926 and 1943 (see Chart 5). The rates 
shown in this chart are for the whole of Canada and thus 
show the average reduction for all provinces. In some 
of the provinces the reduction (for example, in diph- 
theria) has been even more striking. A defection in one 
province not only spoils the record of Canada as a whole, 
‘but prolongs and aggravates the hazards faced by the 
other provinces. 


THE INCREASING LENGTH OF LIFE 


The recently calculated life tables for Canada, 1940- 
1942, show an expectation of life at birth of slightly less 
than 63 years for males and over 66 years for females. 


These represent a considerable increase over the expecta- 
tion shown in the tables calculated for the three years 
about the 1931 Census, which show for males less than 
60 years expectation of life at birth and for femaies 
less than 62 years. This increase of over 3 years in the 
expectation for males and of 44 years for females is 
quite striking, but some caution should be exercised in 
interpreting it as part of a long-term trend. 


Since the expectation at birth was not calculated 
previous to 1931, it is not possible to make comparisons 
for the country as a whole over an extended period of 
time. Comparing 1921 with 1931 for the 1921 Regis- 
tration Area (all the provinces except Quebec) the 
expectation at age 5 increased by less than 14 years 
for males and less than 24 years for females. Between 
1931 and 1941 in the nine provinces the expectation at 
age 5 increased by one year for males and about two 
years for females. 


The Canadian rate of increase during the thirties is 
generally in line with that shown for the United States 
and the United Kingdom during the longer period for 
which life tables have been constructed in those coun- 
tries. In the United Kingdom the first life tables were 
published for the period 1838-1854 and the expectation 
of life at birth at that time was, roughly, 40 years for 
males and 42 years for females. By 1930-1932 this had 
increased to 59 and 63 years, respectively, making an 
average increase per decade of approximately 2 years 
for both males and females. During the course of the 
present century, however, i.e., from 1901 to 1931, a 
marked acceleration can be noted, with an average 
decennial increase of 34 years in the case of both sexes. 


A similar record is presented by the United States 
life tables calculated since the turn of the century. The 
life tables for white males 1900-1902 showed 48 years 
expectation at birth, and that for 1942, 63 years. This 
increase of 15 years over four decades—an average 
decennial increase of just under 4 years for white males 
—corresponds to an increase of about 17 years for white 
females, or over 4 years per decade. 

The decline in deaths has been most important in 
infancy, youth and early middle years in all three 
countries, but later age groups have not fared so well. 
It is a striking fact that the expectation of life of 
persons 60 years of age and over has not measurably 
increased during the period for which figures are avail- 
able in any of the three mentioned countries. 


THE EFFECT OF CHANGING AGE DISTRIBUTION 


The saving of the lives of children and young adults 
has radically altered the age-distribution of the general 
population and among the consequences of this altera- 
tion are certain new problems in disease prevention and 
treatment. More than one-third of all the deaths are 
due to diseases of the heart and arteries; the number of 
deaths recorded as cancer has increased; the problems 
of chronic ailments and the care of the aged require 
ereater consideration. 


NEED FOR CONTINUED SERVICES 


The mortality rates for certain diseases have dimin- 
ished remarkably in the whole of Canada, but there is 
no room for complacency or lessening of public health 
efforts. The irreducible minimum has not been reached. 
If rates were available for individual areas, the record 


would not be satisfactory everywhere. Further improve- 
ment is necessary in rural sanitation and the achieve- 
ments reached by some areas should hold for all Canada. 
Even in the areas where the rates are low, constant 
vigilance should be maintained. In any locality a 
break in the control of water or milk may mean a return 
of the typhoid fever rates that obtained twenty years 
ago, and smallpox of the most virulent type may spread 
among the unvaccinated. 


DOMINION ACTIVITIES 


Department of National Health and Welfare 


From Confederation until the year 1872 Dominion 
health activities were under the control of the Depart- 
ment of Agriculture. Later, the administration was 
divided among the Departments of Marine and Fisheries, 
Agriculture and Inland Revenue. Operating under the 
Conservation Commission was the National Council on 
Health, which advised the Federal and Provincial Gov- 
ernments on matters relating to public health. Various 
National organizations interested in health matters 
passed resolutions and memorialized the Government for 
the creation of a Department of Health, and on numerous 
occasions a motion was introduced into the House of 
Commons “for a select standing committee on the subject 
of vital statistics and public health”. In 1919 the Federal 
Department of Health was created by Act of Parliament, 
and in 1928 this Department was merged with the 
Department of Soldiers’ Civil Re-establishment to create 
the Department of Pensions and National Health. In 
1944 the latter department was dissolved and the new 
Department of National Health and Welfare was 
created. 


Divisional Activities 
National health activities carried on through the 
following divisions include: 


1. Food and Drugs 
Administration of the Food and Drugs Act and 
Regulations. 


2. Proprietary or Patent Medicine 
The control of proprietary or patent medicines. 


3. Quarantine, Immigration Medical and Sick Mar- 
imers’ Services 
Prohibiting the entry of diseased and defective 
immigrants—quarantine control of all vessels 
entering Canada—treatment of sick mariners at 
the various ports in Canada. 


4, Child and Maternal Hygiene 


Conservation of child life and the promotion 
of child and maternal welfare. 


5. Industrial Hygiene 
Developing the health and welfare of industrial 
workers, carrying on research and providing leader- 
ship. 
6. Public Health Engineering 
Investigation of water supplies on common 
carriers engaged in international and interprovin- 
cial trade—carrying out duties as directed by the 
International Joint Commission in respect of the 
pollution of boundary waters—sanitary surveys of 
shellfish areas. 


7. Information Services 


Public health education by means of radio, 
literature, posters, etc. 


8. Narcotic Drugs 


Supervision of the importation, manufacture 
and sale of narcotic drugs. 


9. Medical Investigation (Conservation of Health of 
Civil Servants) 


Supervision of sick leave and medical examina- 
tion of civil servants. 


10. Laboratory of Hygiene 


Control of the importation, manufacture and 
sale of biological preparations and certain potent 
drugs. 


11. Nutrition Services 
Studies and research in the field of nutrition. 


12. Venereal Disease Control 


Promotion of the national programme of 
venereal disease control—coordinating the civilian 
venereal disease control measures with those of 
the armed forces. 


13. International Health 


(i) Signatory to the International Convention of 
Paris, 1926—Implementing quarantine regula- 
tions and provisions of the Convention and sig- 
natory to these treaties as amended under 
authority of United Nations Relief and Re- 
habilitation Administration, that is, Inter- 
national Sanitary Convention 1944, and Inter- 
national Sanitary Convention for Aerial Navi- 
gation, 1944. 

(11) Membership in the “Office International d’Hy- 
giene publique’”—collection and dissemination 
of information regarding infectious diseases; 

(iii) Membership in the International Union against 

Cancer and Venereal Diseases; 

(iv) Participation in the International Agreement 
of Brussels—treatment ‘of seamen suffering 
from venereal diseases; 

(v) Representation on the Opium Advisory Com- 
mittee of the League of Nations—control of the 
importation, manufacture and sale of narcotics; 

(vi) Custodian and distributing centre of biological, 
vitamin and hormone standards for the League 
of Nations; and 

(vii) Agreement with the United States Public 
Health Service—exportation of shellfish and the 
supervision of water supplies on vessels plying 
the Great Lakes and on common carriers in 
international service. 


Activities of other Dominion Departments 

In addition to the activities of the Department of 
National Health and Welfare, other Dominion depart- 
ments are concerned with public health matters. For 
example— 


(1) Department of Agriculture—inspection of meat, 
meat products and canned foods for export or 
interprovincial trade—supervision of production 
of milk exported to other countries—exclusion 
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and control of domestic animals suffering from 
communicable diseases—manufacture, sale and 
importation of concentrated milk products. 

(2) Department of Mines and Resources—town 
planning and sanitation within the National 
Parks—supervision of the health of Indians and 
Eskimos and maintenance of and assistance to 
hospitals for their care. 


(3) National Research Council—medical research 
committees. 

(4) Dominion Bureau of Statistics—compilation, 
tabulation and publication of vital and public 
health statistics. 


THE DOMINION COUNCIL OF HEALTH 


This body is responsible for correlating and coordin- 
ating provincial and Dominion public health activities. 
It comprises the Chief Medical Officer of Health of each 
of the provinces, one scientific adviser, and four lay per- 
sons representing, respectively, labour, agriculture, and 
women’s urban and rural organizations. The Deputy 
Minister of National Health is chairman. 


THE VITAL STATISTICS COUNCIL FOR CANADA 


The Council was established to facilitate cooperation 
between Dominion and provincial governments with 
respect to the use of vital records and statistics, and to 
ensure the creation and maintenance of a system that 
is adequate to meet increasing demands both for 
Dominion and provincial purposes. The Dominion 
Statistician is the Chairman and the Council comprises 
one representative for each province, one for Yukon 
and the Northwest Territories and the Chiefs of Vital 
Statistics and Census Branches in the Dominion Bureau 
of Statistics. 


PROVINCIAL DEPARTMENTS OF HEALTH 


Provincial health activities are conducted by Depart- 
ments or Boards of Health. Five provinces, Prince 
Edward Island, Nova Scotia, Ontario, Saskatchewan 
and Alberta have separate Departments of Health or 
Public Health. In New Brunswick the work is carried 
out through the Department of Health and Social Serv- 
ices; in Quebec through the Department of Health and 
Social Welfare; in Manitoba through the Department 
of Health and Public Welfare; and in British Columbia 
under the Provincial Secretary. Most of the provinces 
have a Provincial Board of Health, or an equivalent, 
to act in an advisory capacity, but in British Columbia 
and Alberta the Board has a more positive role with 
executive and administrative authority. All provincial 
departments have supervision over municipal health 
organizations, 


Provincial and Local Health Services 

The Provincial Departments of Health are respons- 
ible for supervising and maintaining the health of the 
people in each province. For the purpose of administra- 
tion the departments are divided into a number of 


branches or divisions. In general terms the activities 
of such branches are as follows: 


1. Vital Statistics 


The collection, publication and distribution of 
statistics of births, marriages and deaths—issuing 
certificates—supervision of division offices and pre- 
paration of regulations to maintain a system of 
registration, 


2. Communicable Disease Control 


Regulations for control and prevention of commu- 
nicable diseases—immunization programme—dis- 
tribution of biological products. 


3. Public Health Engineering 


Inspection and supervision of water and sewage 
treatment plants; milk distributing plants; summer 
and tourist camps. 


4, Industrial Hygiene 
Regulations regarding health hazards in industry. 


5. Tuberculosis Prevention 


Education—operation of stationary and travelling 
clinics—provision of consultative services—super- 
vision of sanatoria and rehabilitation. 


6. Laboratories 


Bacteriological examination of water, milk and 
food samples—examination of specimens for diag- 
nosis of communicable diseases—branch laboratories 
-—laboratory service to other divisions. 


7. Venereal Disease Control 


Operation of clinics—provision of consultative 
services for physicians and health officers. 


8. Cancer 


Operation and supervision of clinics for diag- 
nosis, treatment and research in cancer. 


9. Maternal and Child Hygiene 

Supervision of local programmes to provide ade- 
quate medical, nursing, prenatal, obstetrical, and 
postnatal services, and infant, preschool and school 
health services. 


10. Mental Hygiene 


Supervision of clinics and provision of diagnostic 
services—supervision of mental hospitals. 


11. Dental Service 


Educational work and service in outlying areas 
through travelling clinics. 


12. Public Health Nursing 


Coordinating the nursing programme in local 
health services—encouraging the employment, by 
local areas, of public health nurses and supervision 
of the work. 


13. Health Units 


Provision of adequate local health services—res- 
ponsibility for all generalized public health services 
in local areas, 
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TABLE 3—SHOWING THE DIVISIONAL ACTIVITIES OF THE PROVINCIAL DEPARTMENTS OF HEALTH 


Prince Edward Island 


Lieutenant-Governor in Council 

Minister of Health 

Deputy Minister of Health 

Vital Statistics 

Communicable Disease Control 

Tuberculosis Control 

Venereal Disease Control 

Laboratories 

Sanitation 

Public Health Nursing 

Public Health Education 

Dental Hygiene 

Sanatorium Commission 
Provincial Sanatorium 

Department of Public Works 
Provincial Hospital for the Insane 


(Source: 


Nova Scotia 

Minister of Health 
Deputy Minister 
Central Administration 
Vital Statistics and Epidemiology 
Laboratories 
Venereal Diseases 
Physical Fitness and Nutrition 
Sanitary Engineering and Sanitation 
Health Units 

Acute Communicable Disease, Tuber- 

culosis and Venereal Diseases 

Sanitation 

Public Health Nursing 

Maternal, Child and School Hygiene 
Provincial Hospitals 

Cancer Clinic 

Victoria General Hospital 

Nova Scotia Sanatorium 

Nova Scotia Hospital 

Inspection of Local Hospitals 


PROVINCIAL. DEPARTMENTS OF HEALTH) 


New Brunswick 


Minister of Health 

Chief Medical Officer and Registrar 

Vital Statistics 

Communicable Diseases and Tuberculosis 

Venereal Diseases 

Laboratories 

Sanitation 

Public Health Nursing 

Public Health Education 

School Medical Inspection 

Health Districts 
District Medical Officers of Health 
Sub-District Boards of Health 


Quebec 


Minister of Health and Social Welfare 
Deputy Minister 

Assistant Deputy Minister 
Administration 

Demography 

Epidemiology 

Venereal Diseases 

Laboratories 

Sanitary Engineering 

Public Health Education 

Industrial Hygiene 

Mental Hygiene—Insane Asylums 
Nutrition. 

Publicity 

Tuberculosis Clinics, Dispensaries, etc. 
Director of Services 

Public Health Units and Districts 
Legal Adviser 

Medical Service to Settlers 

Hospital Administration 


Ontario 
Minister of: Health 
Deputy Minister & Chief Medical Officer 
of Health 
Assistant to Deputy Minister 
Assistant to Chief Medical Officer 
Business Office 
Tuberculosis Prevention 
Venereal Disease Control 
Laboratories 
Sanitary Engineering 
Public Health Nursing 
Dental Division 
Public Health Administration 
Industrial Hygiene 
Mental Hygiene and Ontario Hospitals 
Nurses’ Registration 
Library 
Division of Maternal and Child Hygiene 
Publie Hospitals 


Manitoba 
Minister of Health and Public Welfare 
Deputy Minister 
Board of Health 
Director of Health 
Section of Administration 
General Administration 
Statistics and Records 
Laboratories 
Health and Welfare Education 
Administrative Research 
Section of Environmental Sanitation 
Public Health Engineering 
Industrial Hygiene 
Food and Milk Control 
Section of Preventive Medical Service 
Disease Control (including venereal 
diseases) 
Maternal and Child Health 
Public Health Nursing 
Section of Extension of Health Service 
Includes Hospitalization 
Section of Local Health and Welfare 
Service 
Advisory Field Staff 
Local Health Departments 
Division of Psychiatry 
Psychiatry 
Mental Institutions 
Mental Hygiene 


Saskatchewan 


Minister of Public Health 
Health Service Planning Commission 
Council of Public Health 
Deputy Minister 

Cancer Commission. 
Administration 

Vital Statistics 

Communicable Disease 
Venereal Disease Control 
Laboratories 

Sanitation 

Public Health Nursing 

Health Education 

Physical Fitness and Recreation 
Medical Services 

Hospital Administration 
Mental Hygiene 

Nutritionist 


Alberta 


Minister of Health 

Provincial Board of Health 

Deputy Minister of Health 

General Administration 

Vital Statistics 

Communicable Diseases 

Tuberculosis—Clinics, Sanatoria and Sur- 
veys 

Bonial Hygiene 

Provincial Laboratory 

Sanitary Engineering 

Public Health Nursing, Maternal and Child 
Hygiene 

Public Health Education 

Dental Hygiene 

Hospital Inspection 

Mental Health 

Entomology—Surveys 

Cancer Services 

Institutions 
Mental Hospitals and Training Schools 
Central Alberta Sanatorium 


British Columbia 


Lieutenant-Governor in Council 
Provincial Board of Health 
Provincial Secretary 
Provincial Health Officer 
Bureau of Administration 
Division of Vital Statistics 
Division of Tuberculosis Control 
Division of Venereal Disease Control 
Division of Laboratories 
Division of Public Health Engineering 
Division of Public Health Education 
Bureau of Local Health Services 
Public Health Nursing 
Local Health Officers 
Health Units 
School Medical Services 
Preventive Dentistry 
Hospital Administration 
Provincial Mental Hospitals 
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Divisional activities of each provincial Department 
of Health are shown in Table 3. 


Some Special Features in Provincial Organization 


Prince Edward Island—The island can be considered 
a full-time health unit, in the sense that the health 
services for the whole island are administered by the 
Provincial Department. The city of Charlottetown has 
a Food Inspector and a Sanitary officer. 


Nova Scotia—The province is divided into five 
Health Districts and a qualified medical health officer 
is in charge of each—with this organization it has been 
possible to more completely correlate and standardize 
work throughout the province. A unique development 
was the opening in 1942 of a “Kenny” treatment clinic 
for infantile paralysis. 


New Brunswick—The organization for the province 
is centralized. Under the Minister, the Department is 
directed by the Chief Medical officer who is also 
Registrar-General of Vital Statistics. The staff consists 
of a Director of Laboratories, eleven full-time Medical 
Health officers, a Director of Public Health Nursing 
Service and, in addition, a part-time Director of Venereal 
Disease Clinics. The province assumes all hospital care 
for poliomyelitis patients. 


Quebec—The Department of Health and Social 
Welfare deals with the administration of all matters 
concerning health, preventive medicine and social wel- 
fare. 


Since 1926 the system known as “County Sanitary 
Units”, (Health Units) has been in operation. The pur- 
pose of the system is to provide a regular full-time public 
health service for each county or group of two or three 
adjoining counties that are included in the scheme. The 
Sanitary officers of the old districts supervise the few 
counties not organized into units. Many municipalities, 
such as Montreal and Quebec, have their own Health 
Bureaux. 


Ontario—The new Division of Public Health Ad- 
ministration is dealing with the setting up of larger units 
of public health administration, particularly County 
Health Units. Many county councils are studying the 
county health plan and it is expected that units will 
be operating in many sections of the province within 
a few months. There is no fixed provincial contribution 
towards the cost of these units, but the province will 
pay a percentage of the cost. Cities such as Toronto, 
Hamilton, Windsor and Ottawa have their own health 
departments. Vital statistics is the responsibility of the 
Registrar-General’s Department. 


Manitoba—A new over-riding Division known as the 
section of Local Health and Welfare Services has been 
set up. This Division cuts across all the activities of the 
Department and is responsible for the control of local 
part-time health officers, the establishment and super- 
vision of local health units, and consultative services to 
local or municipal Health Departments throughout the 
province. 


Saskatchewan—A Health Services Planning Commis- 
sion is charged with the task of preparing plans for 
providing all types of health services and facilities. It 
is also an advisory and consultive body to local regions 
wishing to provide such services for their residents. 


A Cancer Commission has established consultive 
diagnostic and treatment clinics for cancer at Regina 
and Saskatoon. The cancer services, including surgery 
at either clinic, are given at the expense of the province. 

Free treatment for poliomyelitis is available at Saska- 
toon and Regina. 


Alberta—A Division of Public Health Entomology 
conducts surveys on Rocky Mountain spotted fever and 
sylvatic plague. 

Free treatment in special hospitals is provided for 
persons suffering from poliomyelitis. 

Provision has been made whereby patients, referred 
to the diagnostic clinics by their own physicians, are 
treated free of charge, if, after examination, they are 
found to require X-ray or radium therapy or surgery. 

Free hospitalization for maternity patients for a 
period of twelve days is provided. 

In sparsely populated, outlying areas, Provincial 
District Nurses provide a diversified medical and public 
health service. These nurses are required to have special 
qualifications. 


British Columbia—The Provincial Health Services 
are organized as a Branch of the Provincial Secretary’s 
Department. 

Different types of local health services have been 
developed in the province. These include City Health 
Departments, Health Units, public health nursing ser- 
vices and areas where part-time health officers and school 
medical inspectors are appointed from the practising 
physicians. 

The consolidation of the local health services in the 
Greater Vancouver area was particularly significant 
because it was the first of its kind in North America. 
A Metropolitan Health Board provides a unified health 
service for the municipalities of Vancouver, North 
Vancouver City, North Vancouver District, Richmond, 
Burnaby, and for the University of British Columbia 
area. 


LOCAL HEALTH SERVICES 


Generally speaking, the various provincial public 
health Acts require the local municipality to appoint a 
local board of health, a medical officer of health, and 
such number of sanitary inspectors as is required to 
enforce the Public Health Act and regulations. 

The local board of health is required to control 
nuisances—which are defined in very broad terms— 
and to carry out the communicable disease regulations. 
Most of the other commonly accepted activities of the 
modern public health department are not due to legal 
requirements but represent the normal growth of public 
activities within comparatively recent years. 

The larger centres of population in Canada have full- 
time public health departments. Basically, the pro- 
grammes of all these departments are much alike. 
Without going into detail, the scope of the programme 
can be indicated by a listing of activities. 


1. Vital Statistics and Records 

. Communicable Disease Control 

. Food and Milk Control 

. Sanitation and Housing 

. Health Education 

. Maternal, Infant and Child Hygiene (Including 
Dental Hygiene) 


mH Or He Go bo 


7. Adult Hygiene (including Industrial Hygiene) 
8. Laboratory Services 
9. School Health Services 


The extent to which these services are developed 
depends upon the budget available. Some of the cities 
provide their school health services through the Depart- 
ment of Health, others through the Board of Education. 
The public health nurses participate in many of the 
local health services. 

Complete full-time health services are lacking in 
many of the smaller towns and rural areas. Public 
health authorities maintain that this deficiency could 
be met by the establishment of local health units. A 
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COSTS OF PUBLIC HEALTH SERVICES 


The expenditures of all governments for general 
public health services for 1943, exclusive of the care of 
tuberculous and mental patients in institutions, is shown 
in Table 4. This table does not include the expenditures 
for hospital care in General Public (Acute Disease) 
Hospitals. 

The item of $216,000 shown in the Dominion column 
covers the Venereal Disease Grants, $194,000, and Vital 
Statistics transcripts, $22,000, and is as shown in the 
Dominion Public Accounts for the fiscal year ended 
March 31, 1944. These do not coincide with correspond- 
ing items in the provincial public accounts due to differ- 


TABLE 4.—GENERAL PUBLIC HEALTH EXPENDITURE! IN CANADA, 1943 


(Source: Dominion-Provincial Conference—Public Finance Statistics) 


(thousands of dollars) 


Source of Funds 


Total Mee 
Province Municipalities? | Dominion Other expenditure pete 
(dollars) 

Prince waward island! varero. <citewie aes ser atye 40 4 2 — 46 0-51 
INGWANSCOUS: Career accra dA Stiaacia cs ont ied 302 96 12 1 411 0:68 
ING We DLUDS WICK ostivebians: cymes dessa oan ee tates 144 59 9 -— 212 0-46 
CATE ny Cacti kites AOR leepile Sas mA WPA 1,737 1,078 80 20 2,915 0-84 
Q)INGATIOMer a eae hy oe et cpeyers is Ancciecleustels fous 431 2,212 1,756 65 3 4,036 1-03 
Misinitobaer thasciis eens sad <tajeiele wise e/sconineia 355 390 11 10 766 1-06 
Naskatche wale #acacres nelsniease cc wlelslete cites 381 220 13 1 615 0-73 
jae ees, ao IE Sy OUE ee 378 149 12 ee 539 0-68 
BricisOuC Olam pa eh. aetna eilelain sere Maye aye |e 377 248 12 — 637 0:71 
5,926 4,000 216 35 10,177 0-86 

DTT. 64> ao S on Shick oo & COC RO aS Seite eae el eee AROS; line cee eres et TOS4" | crore « 
GrandsLotale vais ciate cece ogee eas 5,926 4,000 1,270 35 11,231 0-95 


1 Excluding amounts for hospital and medical care so far as 
this was possible from information available. 


health unit is a modern health department staffed by 
full-time trained public health personnel, responsible 
for all the generalized public health services in the area 
they serve. 

Sanitation measures, such as the maintenance and 
operation of sewers and sewage disposal systems, the 
collection of garbage and the cleaning of streets, are 
required in the larger urban centres and in more or less 
degree in the smaller ones, to protect and maintain the 
health of the residents. The cost of these services falls 
upon the local taxpayers and while accurate figures of 
expenditure on this account are not available, an esti- 
mate of $11 million based on the experience in larger 
cities would appear to be reasonable. This is a field 
in which much remains to be done in Canada. Many 
of the medium sized cities have inadequate sewage dis- 
posal methods. For instance in the conference on Plan- 
ning and Development held in Toronto in May, 1944, 
Professor Alan Coventry stated that in 550 centres of 
population in Ontario with sewerage systems 385 dis- 
charge sewage into adjacent rivers. 


41485—24 


2 Amounts are only approximate and do not include expendi- 
ture for sanitation. 


ences in fiscal year ends and varying accounting prac- 
tices. 

The item of $1,054,000 shown in the Dominion column 
covers the expenditures made by the Health Branch 
of the Department of Pensions and National Health, 
excluding Venereal Disease Grants, hospital charges for 
sick mariners, $174,000 in 1943-44, special grants to 
welfare organizations, $68,000, and expenditure for 
physical fitness, $250,000. 

Expenditures are incurred by other Dominion Depart- 
ments on activities of a health nature, for instance:— 

(a) The Administration of Animal Contagious 

Diseases Act and Meat and Canned Foods Act, 
including compensation for slaughtered animals 
amounted to $2,194,000; and 

(6) The Dominion Bureau of Statistics 

(i) supplied forms to the provinces for the 


registration of births, marriages and deaths, 
$13,800; 
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(ii) paid to the provinces at a rate of 4 cents per 
transcript, $22,000; 

(iii) Salaries of clerks to prepare the main statis- 
tical tables for the Provincial Vital Statis- 
tics Reports $44,300; 

(iv) Rentals for machinery, cost of stationery, 
etc. $17,500. 

A total of $97,500 which does not include the 

cost of the “Vital Statistics of Canada” at $6,100. 


There are other public health services supplied by the 
Dominion Departments the costs of which are unknown 
and cannot be estimated, such as:— 


(a) Under the provisions of the Statistics Act 
(Canada) the provinces are granted “franking 
privileges” on 
(i) all registrations of births, marriages, 
deaths, 

(ii) all notifications of tuberculosis and venereal 
diseases, 

(iii) reports of cancer incidence, and 

(iv) weekly routine reporting of communicable 
diseases. 

(b) Department of Mines and Resources—the pub- 
lic health costs of town planning and sanitation 
in the national parks. 


and 


(c) Department of Mines and Resources, (Indian 
Affairs Branch)—the costs of strictly public 
health services to Indians and Eskimos, as dis- 
tinct from other medical services. 


SouRcEs: 
Provincial Departments of Health. 
Department of National Health and Welfare. 


Study of the Distribution of Medical Care and Public Health 
Services in Canada—The National Committee for Mental 
Hygiene (Canada), 1939. 


Dominion Bureau of Statistics. 


4. TUBERCULOSIS 


Thirty thousand Canadians died of tuberculosis in 
the years 1939 to 1943. It is the seventh cause of 
death for all ages, first cause for the age group between 
15 and 45, 


Tuberculosis mortality in Canada decreased steadily 
up to 1939, when it was approximately 75 per cent 
lower than it had been in 1900. Accurate figures 
for the earlier year are not available for Canada as a 
whole, but on the basis of a study of deaths recorded for 
Ontario and Quebec, the death rate in 1900 appears to 
have been at least 200 per 100,000. By 1939 it had 
fallen to 52-8. 


A comparison of tuberculosis death rates in Canada 
and certain other countries is shown in Chart 6. The 
Canadian rate is lower than that in Great Britain, but 
higher than those of the United States, Australia and 
New Zealand. Like Great Britain, but unlike the other 
countries shown, Canada has had an increased mortality 
rate since the outbreak of war. Since 1921 the rate in 
Canada has declined less sharply than that in the 
United States. 


Mortality rates as published by the Dominion 
Bureau of Statistics for the years 1928 to 1943 are 
shown in Table 5. 


TABLE 5—DEATH RATES PER 100,000 POPULATION 
FROM TUBERCULOSIS BY PROVINCES, 1928-43 


(Source: Vital Statistics Branch, Dominion Bureau of Statistics) 


— Average | Average | Average 1943 
1928-32 | 1933-37 | 1938-42 

CANADA— 

Total deaths) seuss: 76-4 61-7 52-6 52-3 

Indians! 742) mee. 6.P 658-6 737-3 700-2 757-7 

Exclusive of Indians, . 70-5 55-0 46-2 45-5 
Prince Edward Island— 

otal desthsi i. seme 99-1 76-5 66-9 46-2 

Indians pease erie 334-4 419-8 454-5 — 

Exclusive of Indians. . 98-3 75-6 65-8 46-3 
Nova Scotia— 

Totalvdesthss.cdaaes 105-1 88-6 72-4 68-7 

Indians! a... see hee 450-6 349-5 344-1 646-7 

Exclusive of Indians.. 103-8 87-6 71-4 66-6 
New Brunswick— 

oval deaths... 12s ase 91-4 80-2 69-3 48-6 

larclians eee seis cease 573-4 491-8 488-2 468-3 

Exclusive of Indians.. 89-5 78-6 67-5 46-8 
Quebec— 

otal, deaths)... a4. 114-7 92-1 80-4 82-2 

Indians iere nice crete 157-6 248-5 Bales 301°8 

Exclusive of Indians. . 114-5 91-4 79-4 81-3 
Ontario— 

Dotalicescns aaneerer 51-7 37-7 29-4 28-1 

rvcianslaveseye es eyers 448-7 356°8 380-9 414-7 

Exclusive of Indians.. 48-4 35-0 26-5 25-1 
Manitoba— 

Motalvdesthsesereere. 61-8 58-6 48-2 52-9 

Indians! Aeeeeienie ae 810-2 | 1,388-6 | 1,084-2 1,421-6 

Exclusive of Indians. . 48-3 35-1 27-5 24-9 
Saskatchewan— 

Motaliaeathson ees 39-9 31-1 28-7 29-7 

Indians!) Ges ake 829-5 775-4 833-4 752-7 

Exclusive of Indians. . 30-4 21-7 17-0 18-3 
Alberta— 

Total deaths......... 55-0 46-0 37-8 nyent 

Indians!ysee eee 1,480-4 | 1,545-1 | 1,293-0 1,249-7 

Exclusive of Indians. . 35-0 24-6 18-5 18-2 
British Columbia— 

Total deaths......... 91-8 77-1 67-9 68-1 

Indians nk aoe weeee 704-6 833-5 786-2 856-8 

Exclusive of Indians.. 68-3 51-8 45-9 46-2 


1 Halfbreeds and non-ward Indians included with Indians. 


Death rates were highest in the Maritime Provinces, 
Quebec and British Columbia, lowest in the Prairie 
Provinces and Ontario. 

Mortality from tuberculosis has decreased in all 
provinces, especially in the case of the non-Indian 
population. However, this reduction has not been 
uniformly great in all provinces. 

Statistics for 1928 and 1943 clearly indicate the 
change. Table 6 shows Canadian and provincial death 
rates for these years, with the percentage of reduction 
or increase, for the total population, population exclud- 
ing Indians, and Indians. 

Reduction in deaths, exclusive of Indians, has been 
least in Quebec, Nova Scotia and British Columbia, and 
these provinces have the highest death rates. 
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TABLE 6—TUBERCULOSIS MORTALITY RATES BY PROVINCES, 1928 AND 1943 


(Sourcz: Vital Statistics Branch, Dominion Bureau of Statistics) 


Total Deaths 


Deaths exclusive of Indians 


Deaths of Indians 


Per cent Per cent Per cent 

1928 1943 reduction 1928 1943 reduitiion 1928 1943 Haductionh Tieecess 
AINA TD) AM eee tree cele oclsee 81-0 52-3 35-43 756 45-5 39-81 614-8 757-7 23-24 
Prince Edward Island........ 113-6 46-2 59-33 114-0 46-3 59-39 a —_ 
UNG SCOLIB Re shad ins cae « 112-2 68-7 38-77 111-1 66-6 40-05 437-9 646-7 47-68 
New Brunswick............. 101-7 48-6 52-21 100-2 46-8 53-29 498-1 468-3 5-98 
COMED EC Meee ele peieie s nrate ai elelel s6eie 119-7 82-2 31-33 119-5 81:3 31-97 166-8 301-8 80-94 
Ontanioseece nts sels ace ciele ses 56-4 28-1 50-18 52-9 25-1 52-55 486-8 414-7 14-81 
Manitoba seecvacls a ots ats.c'ere = 61-0 52-9 13-28 50-7 24-9 50-89 633-9 | 1,421-6 124-26 
Saskatchewan nis. cts sdass. 44.8 29-7 33-71 35-2 18-3 48-01 837-3 752-7 10-10 
IAI DOLUS ee ein ard ait siale 51-8 37-1 28-38 37-0 18-2 50-81 | 1,1238-5 | 1,249.7 11-23 
British Columbia............ 100-2 68-1 32-04 75:1 46-2 38-48 736-1 856-8 16-40 


The Indian rates are of interest because little change 
has taken place in the general situation. The Indian 
death rate has continued to increase in the country, as a 
whole. Three provinces show some reduction, the most 
significant being in Ontario and Saskatchewan, where the 
preventive programmes have been in operation longest, 
and where Indian deaths have been reduced 15 and 10 
per cent respectively. 

Both the actual death rates and the extent to which 
they have been reduced in the various provinces appear 
to be related to the availability of treatment facilities, 
both in terms of sanatorium accommodation and pro- 
visions for meeting the costs of care. 


SANATORIUM REQUIREMENTS 


The distribution of facilities for the hospitalization 
of tuberculous patients, and the extent of care provided 
is shown in Table 7. 

On the basis of the recognized standard minimum re- 
quirement of three beds per death, Canada is still short 
of sanatorium accommodation to treat all tuberculous 
patients who require care. 

This is shown in Table 8, which compares available 
beds and standard requirements for white and Indian 
groups. 

Greatly increased expenditure is necessary to meet 
Canadian requirements. This is particularly true in 


those provinces which have a high death rate and where 
reduction in tuberculosis mortality has been relatively 
slight. In these provinces, proportionately greater in- 
creases are required to bring the number of sanatorium 
beds up to minimum standards. 

The need for increased sanatorium accommodation 
may be illustrated by the province of Quebec, where the 
average death rate for 1938-1942 was 80:4, the reduction 
in non-Indian deaths between 1928 and 1943 was only 
32 per cent, and 4,280 sanatorium beds are required. 
This contrasts with the situation in Ontario, where the 
minimum rate of three beds per death has been obtained, 
and where tuberculosis mortality, exclusive of Indians, 
was reduced 53 per cent between 1928 and 1943. Average 
rate based on all tuberculosis deaths in Ontario in 1938- 
1942 was only 29-4. 


Further indication of the need for increased treat- 
ment facilities is found in the relation between deaths 
attributed to tuberculosis and average sanatorium popu- 
lation. This is shown in Table 9. 


The three provinces with the lowest death rates, 
Saskatchewan, Alberta and Ontario, all show high aver- 
age sanatorium population compared with average num- 
ber of deaths, while provinces with high death rates had a 
relatively smaller number of sanatorium cases compared 
with tuberculosis deaths. 
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TABLE 8—SANATORIUM REQUIREMENTS 
(On basis of 3 beds per death) 


White population 


he Total 

average beds 

(1939-43) required 
OPAINVATIVA en Ae carriths coclieiss see od oneeu 15,669 
Prince Mdward dsland 25. c.ases «+s eee 55 165 
NIGH) SOD Bios o oS oo yn SOREN eens 405 1,215 
Ne wabrunswiClkeam mere ciek cite ties c.2-ereeraarr 280 840 
QUT SRO Ls wai, od ao Ne aa Bon Cea 2,640 7,920 
CONCATIONEE Rie) Hues slat T-ods Mtesis «desc 6 964 2,892 
SICH) YS). G05 Ala obra tere PEERS (Ola CaCI 198 594 
DASKALCHEWAIN IMM c ce tec ae te vs as aye cart 152 456 
Al bertamerecee meen nee cio a als eles 153 459 
BritishiGolumbiges sme hes «alae oe 376 1,128 


Indian population 


Deaths 
Beds New 5-year Total Beds New 
available beds average beds available beds 
required (1939-43) required required 
11, 287 6,306 775 2,325 719 1,606 
1651 — 1 3 —_ 
695 520 8 24 — 54 
548 292 9 27 _ 
3,640 4,280 47 141 — 141 
3,614 4502 114 342 35 307 
795 — 160 480 266 4 214 
755 —_ 100 300 60 240 
411 300 4 146 438 13 425 
664 464 190 570 345 225 


1 This includes the new 75-bed unit at Charlottetown, to be opened for use October 1, 1945. 
2 These beds required in northern part of the province where bed ratio is low. 


3 100 new and 200 replacements. 


4 This includes the new 150-bed hospital at The Pas, which has been taken over by the Dominion from the United States Army. While it is not 
yet in use for the treatment of tuberculous Indians, its capacity may be deducted from the total of new beds required. 


In Ontario the daily average sanatorium population 
was 3,361, and there was an average of 964 white and 
114 Indian deaths. In Quebec the average population in 
tuberculosis hospitals in 1943 was 3,020, but deaths in 
that province averaged 2,640 (white) and 47 (Indian). 


TABLE 9.—DEATHS FROM TUBERCULOSIS COMPARED 
WITH AVERAGE SANATORIUM POPULATION 


Average Deaths, Daily Average 


1989-1943 Population, 

ne” —— Tuberculosis 
White Indian /j|Hospitals, 1943 
Prince Edward Island..... 55 1 86 
INOVa SCOtIS ss... ee. ok 405 8 628 
New Brunswick.......... 280 9 542 
Cie becles . Ancig awe otha 2,640 47 3,020 
Ontarioneer ere ede 964 114 3,361 
Manitobameereaeenintaeer: 198 160 751 
Saskatchewan............ 152 100 799 
PALINSE EE Tne heir ecckohhere 153 146 405 
British Columbia......... 376 190 805 


MEETING Costs oF TREATMENT 


Opportunity to benefit from sanatorium treatment 
for tuberculosis may be limited by provisions for meeting 
the costs of care. If there is no financial obstacle to 
hinder admission to the sanatorium the patient is most 


likely to receive prompt and adequate treatment, and 
his opportunities for rehabilitation enhanced because his 
family is not impoverished by meeting the costs of 
protracted illness. 

There has been a trend towards free treatment of 
tuberculosis in Canada, which has increased in import- 
ance as experience has shown such provision to be a 
decisive factor in the more efficient control of the disease. 
Free treatment has been in effect in Saskatchewan since 
1929 and in Alberta since 1935. These provinces, along 
with Ontario, have the lowest tuberculosis death rates in 
Canada. More recently free care for tuberculous 
patients has been provided in Manitoba and New 
Brunswick, the latter province having initiated its free 
treatment programme at January 1, 1945. 


Costs or TUBERCULOSIS CONTROL 


Expenditures on tuberculosis control include those 
directed towards prevention and those for actual care 
and treatment of patients in sanatoria. 

It is not possible to segregate provincial expenditures 
on education, diagnostic facilities, observation clinics, 
rehabilitation and after care. These services are rela- 
tively inexpensive and are developing rapidly. Great 
assistance has been given by voluntary funds, such as the 
Christmas Seal Fund, in pushing forward mass X-ray 
surveys. In 1944 half a million people were X-rayed. 
The discovery of new active cases of tuberculosis has 
accentuated the need for increased treatment facilities. 

Expenditures on the care of patients in tuberculosis 
hospitals in the various provinces in 1943 are shown in 
Table 10, together with an analysis of sources of funds. 
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TABLE 10—EXPENDITURE AND SOURCE OF FUNDS! OF TUBERCULOSIS HOSPITALS, 1943 


(Sourcs: Institutional Statistics Branch, Dominion Bureau of Statistics, unless otherwise noted) 


(thousands of dollars) 


Source of Funds 


net Total Grants Dominion | Incomefrom| Donations 
Ue Se Total payments paying and miscel- 
Provincial | Municipal | for patients | patients? laneous 

CANA DAGiiere cc ctainorh ett Ststeteants onthe 8,823 8,734 4,901 1,841 694 vol 550 
Prince Edward Island.............-. 81 82 48 1 — 31 2 
IN OVE SCOR MI a oink cece ean cee 395 395 130 132 79 52 3 
INEWs DUNS Wick nee eeiaia tone 504 497 197 205 65 26 5 
Qiebec’ Hae eae tras arcane. =, rote alevane erases 1,710 1,681 674 674 42 162 129 
Ontario: hha ssc tee ee ae 3,471 3,405 2,326 12 242 426 398 
Manito bacer spaces sacra tin se restore 498 449 92 3055 15 33 5 
Saskatchewanlsemes asic ecm ene eh 754 812 273 398 138 1 2 
IAIDERLE sreet terse estates awrera crabtree: 414 414 368 — 47 — — 
BrivishiCohimbia enna seniee eee 996 999 793 114 66 20 6 


1 This table shows operating revenue and expenditures only. Capital expenditures shown in provincial Public Accounts for the corresponding fiscal 


year were: New Brunswick 4:5; Saskatchewan 23-4; Alberta 68-7. 


2 This includes Workmen’s Compensation Board payments totalling 44-1 all in the provinces of Ontario and Quebec. 


3 Canadian totals are adjusted. See notes 5 and 7. 


4 Part of this amount was paid to the municipalities out of the provincial Tuberculosis Fund.—(Tobacco Tax) 


5 Municipal payments made through the province have been arbitrarily allocated to the municipalities. 


The Public Charities Act, under which 


these payments are made, provides for equal contributions by province and municipality. 


6 Paid in part through the Municipal Commissioner’s levy. 


7 Totals adjusted on the basis of provincial public accounts and supplementary material. 


PROVINCIAL ORGANIZATION AND ARRANGEMENTS 
FOR TREATMENT 


The various provinces have different arrangements 
for carrying out their programmes of tuberculosis control. 
Provisions for meeting the costs of care also vary. 
Provincial organization and arrangements for treatment 
are summarized briefly in the following: 


Prince Edward Island—Treatment of tuberculosis in 
Prince Edward Island is centralized in the Provincial 
Sanatorium at Charlottetown, operated under the Pro- 
vincial Sanatorium Commission. Patients who are able 
financially to do so are required to pay for treatment, 
and this constitutes an important source of income for 
the sanatorium. 


Municipalities are not liable for the cost, of treatment 
of indigent residents, the province itself being the unit 
for financial responsibility. In addition to sanatorium 
care, extramural treatment of indigent tuberculous 
patients is provided at provincial expense. 


Nova Scotia—The Province of Nova Scotia operates 
a sanatorium at Kentville, but almost half the treatment 
of tuberculosis is carried out in local sanatoria or 
tuberculosis units in general hospitals. 

In the provincial sanatorium, patients who are able 
are required to pay fees amounting to approximately 
one-third of their maintenance costs, the balance being 
met by the provincial government. The municipality 
where a patient has legal residence is responsible for the 
patient’s share in cases of indigency. 


In other tuberculosis hospitals or units in Nova 
Scotia, the province pays a per diem rate of $1 per 
patient, irrespective of economic status. An additional 
$1 is payable to the hospitals by municipalities for the 
care of their residents who are unable to pay. 

The city of Halifax operates a tuberculosis hospital 
without provincial aid in which indigent city patients 
receive free treatment while others are charged at the 
rate of $1.50 per day. 


New Brunswick—The provincial government assumed 
full responsibility for the cost of care and treatment 
of tuberculous patients in New Brunswick from January 
1, 1945, so that free care is available to all patients 
and the municipalities are relieved of financial obliga- 
tion. The province operates the Jordan Memorial 
Sanatorium and there are two other sanatoria in the 
province, one of which is operated by the municipality 
of the City and County of Saint John. 

Previous to the assumption by the province of the 
cost of tuberculosis care, patients who were able to do 
so were required to pay a share of the cost and the 
municipalities were responsible for their residents who 
were unable to pay. In recent years, however, the 
province has been assisting the municipalities in meeting 
their costs by paying them an amount equal to $1 per 
patient per day out of the Tobacco Tax Fund. 


Quebec—The Department of Health and Social 
Welfare is responsible for the Quebec tuberculosis 
prevention programme and for the administration of 
grants to sanatoria. 


Tuberculosis prevention is carried out through 
provincial and local health agencies, provincial grants 
being made for educational activities, diagnosis and 
special measures for the protection of children in large 
cities. Treatment for tuberculous patients is given in 
hospitals operated under private auspices. Patients who 
can pay for treatment are required to do so, but upon 
proof of poverty by the patient, public contributions 
are made towards the cost of care. Approved sanatoria 
receive these grants through the Public Charities Fund, 
one-third of the total cost of the care of needy persons 
being met by the province, one-third by the municipality 
where the patient is domiciled and one-third by the 
sanatorium itself. 


Grants vary with the institution and the type of care 
given. Large hospitals receive a per patient per diem 
rate of $3 or $4.50 (for a maximum of 50 days) for 
patients requiring thoracic surgery. Smaller hospitals 
receive grants of $2.01 per day for each public ward 
patient. 


Ontario—Tuberculosis control activities in Ontario 
are carried out through provincial and local preventive 
programmes and through hospitalization in sanatoria 
administered by private or municipal authorities under 
the supervision of the Hospitals Branch of the provincial 
health department. 

Persons who are able to pay for sanatorium care are 
required to do so but municipalities are no longer liable 
in cases of indigency. The province makes a grant of 
$2.10 per diem for all patients in sanatoria. 

The province has made provision for compulsory 
treatment of tuberculosis cases, and developed an after- 
care programme by which municipalities are responsible 
for maintenance, and the province for medical treat- 
ment, of cases discharged from sanatoria. Educational 
activities and the extension of diagnostic facilities are 
carried out through the provincial Division of Tuber- 
culosis Prevention and local boards of health. 


Mamntoba—Coordination of diagnosis, prevention 
and treatment of tuberculosis in Manitoba is now car- 
ried out under the provincial Tuberculosis Control Com- 
mission, established in 1944. This agency operates 
clinics, distributes patients to approved sanatoria for 
care, supervises treatment, and carries out a programme 
of prevention and rehabilitation. The Commission 
works in cooperation with the Manitoba Sanatorium 
Board and with other organizations operating institu- 
tions in which actual treatment is carried out. Patients 
receive treatment free of charge. 

Cities pay a per patient per diem rate of $1.80 while 
other municipalities are charged, not on the basis of 
care given to their residents, but as a group, through 
the equalized Municipal Commissioner’s levy. This 
portion of the levy amounts to not more than $175,000 
annually. Costs for patients from unorganized munici- 
palities are met by the province, which also makes a 
statutory grant of 50 cents per diem for all sanatorium 
patients. 


Saskatchewan—The treatment of all tuberculosis 
patients who are residents of Saskatchewan is under the 
direction of the Anti-Tuberculosis League. This organ- 
ization, supported by both provincial and municipal 
governments, operates sanatoria and clinics, and carries 
out a tuberculosis prevention programme. 
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The province makes a contribution of $1.00 per diem 
per patient to sanatoria operated by the League and to 
approved hospitals. The cost of maintenance apart 
from the provincial contribution is divided between the 
urban and rural municipalities on a pro-lateral basis of 
equalized assessment. The present apportionment is on 
the basis of 40 per cent to urban and 60 per cent to rural 
municipalities. 


Alberta—The prevention of tuberculosis and the 
treatment of patients is the direct responsibility of the 
provincial government. All persons establishing a 
resident status receive free diagnosis and those suffering 
from infectious tuberculosis are given free hospitaliza- 
tion and treatment. If such patients are cared for in 
hospitals other than those operated by the provincial 
government, they receive a per diem contract payment 
of $2.50. 

When other tuberculosis cases are admitted to ap- 
proved hospitals, the province makes a grant of 46 
cents per patient per day. 


British Columbia—Central control and unification 
of all facilities are made effective in British Columbia 
through the Division of Tuberculosis Control, which is 
responsible for provincial sanatoria and for related pro- 
grammes of prevention and rehabilitation. 

Foster-home and after care programmes are facili- 
tated by use of the generalized provincial welfare field 
service. 

Persons who can pay for care in tuberculosis insti- 
tutions are required to do so, the rate being $3.00 a day. 

Municipalities pay 80 cents a day, or an approved 
fixed grant, for indigent residents given sanatorium care, 
and all other provincial sanatorium costs are met by 
the province. 

A per diem rate of $1.25 is paid by the province for 
each patient treated in a public hospital, irrespective of 
the number of days’ treatment in any year. The muni- 
cipal obligation to public hospitals for the care of tuber- 
culous patients must not exceed 70 cents per day. 


SourcgEs: 
Canadian Tuberculosis Association, Dr. G. J. Wherrett, Secre- 
tary. 
Provincial Departments of Health. 
Dominion Bureau of Statistics. 


5. MENTAL HEALTH 


The wide field of mental illness constitutes the largest 
special medical and hospital problem in Canada. Psy- 
chiatry has expanded tremendously within recent years. 

Problems of mental health and ill health begin in the 
early years of childhood and continue in the school 
where cases of retarded mental development are often 
first recognized and perhaps reversible symptoms of 
actual mental illness are also observed. Later, in in- 
dustry, success or failure may be ‘as much a question of 
mental stability as of physical fitness. An unfortunate 
distinction has developed between these two phases of 
health, with sinister implications for the patient suffer- 
ing from “mental illness”, but there is a growing recog- 
nition that treatment and prevention must be prepared 
to give full consideration to mental as well as to the 
physical aspects of personal and community health. 
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Mental hygiene programmes involve the application 
of preventive principles to illnesses and difficulties of 
early childhood and of school children, to industrial dis- 
abilities relating to fatigue, friction and general ineff- 
ciency, and to the psychological aspects of disturbed 
home and family relationships. Treatment involves the 
application of any possible corrective measures for all 
such conditions. Most of these problems are matters 
concerning the mental health and stability of the indi- 
vidual and of the community. They need treatment 
like any other disabilities, but do not require hospitali- 
zation at all. They are problems of the increasingly 
important field of preventive medicine in its broader 
interpretation. 


Mental Disorders—Neuroses, often -called “nervous” 
conditions, are mental disorders which are very numerous 
among children and adults. Most cases can be treated at 
home or by office practice. If hospitalization is needed, 
most of these cases can be cared for in general hospitals, 
very few requiring mental hospital care. 

Cases of psychosis or “insanity” comprise the largest 
group requiring hospitalization. During the incipient 
stages, intensive treatment at home, by a mental health 
clinic, or in a psychiatric ward in a general hospital 
may prevent acute symptoms and lead to recovery. 

Where such treatment is unsuccessful, mental hos- 
pital facilities are necessary, standard requirement being 
hospital accommodation for four persons in every thou- 
sand of the general population. 


The Epilepsies—Epileptic persons constitute about 
250 to 400 per 100,000 of the population, most of whom 
can be treated at home or by office practice. Severe 
cases require special hospital facilities at the rate of 25 
beds per 100,000 of the general population. 


Mental Defect—Mentally defective persons consti- 
tute 1,000 to 1,500 per 100,000 of the general population, 
but only 100 to 150 require special institutions for 
training, treatment and care. The great majority can be 
cared for at home and trained in auxiliary classes of 
the school system. 


Addiction to Alcohol and Narcotic Drugs—Habituate 
cases, comprising the smallest group of psychopathic 
states, represent a distinct problem in treatment. Addic- 
tions are closely related to mental disorders, but involve 
special equipment and treatment facilities. 


PREVENTION AND TREATMENT 


Trained personnel and adequate facilities are essen- 
tial requirements in the development of prevention and 
treatment phases of a comprehensive mental hygiene 
programme. 


Personnel—Until recently, nearly all the care of the 
mentally ill has been on the treatment side, but it is well 
recognized that in the future adequate personnel must 
be provided to deal with both preventive and curative 
aspects of mental illness. 

To develop personnel qualified to deal with mental 
health needs, special training is necessary for workers 
in several related fields. Curricula in medical school 


may need to be amplified if students are to be quali- 
fied in preventive psychiatry as in preventive medicine 
generally, and opportunities are required for physicians 
in practice to obtain training and experience in the 
field. 

Training in mental hygiene for undergraduates and 
graduates in the allied services—nursing, social service, 
occupational therapy and education—would qualify 
workers in these fields for effective participation in 
different phases of comprehensive mental health pro- 
erammes. 


Facilities—In addition to the out-patient services of 
general hospitals and the treatment given in mental 
institutions, which have been the principal means of 
dealing with psychiatric disorders, additional facilities 
are necessary to meet special needs. These include: 


Mental health clinics—These clinics are required 
for consultation and treatment, particularly of less 
severe or incipient conditions. One such clinic can 
serve approximately 200,000 people in urban areas 
or 100,000 in rural districts. 


Psychiatric wards in general hospitals—The 
realization that the mentally sick are really sick 
people who may need very complete examinations 
and consultations for diagnosis and adequate treat- 
ment calls for the establishment of properly equipped 
wards in all general hospitals of fifty beds or more 
(and at least one or more properly equipped rooms 
in smaller hospitals). Such a ward would be for 
short treatment only: prolonged illnesses would be 
cared for in mental institutions. 


Hospitals for the Elderly Mentally Ill—It is 
important that elderly persons, who constitute an 
increasingly large proportion of citizens, receive the 
medical attention necessary for their welfare. Peo- 
ple above the age of sixty now comprise more than 
20 per cent of the admissions to mental hospitals, 
adding definitely to the conditions of overcrowding. 
Hospitals for elderly people should be suitably 
staffed and equipped to care for all types of illness 
common to advancing years, including mental illness. 


Family Care for Mentally Sick Persons—Under 
the family care system selected patients are placed 
in approved homes in a community within conven- 
ient access to the hospital, where the patient can 
be cared for with a minimum of supervision and 
lead as active a life as possible. 

The boarding-out system provides the most suit- 
able form of treatment for many patients, relieves 
institutional overcrowding, and reduces the need 
for new construction. 


MENTAL HYGIENE SERVICES 


Mental hygiene services in Canada are administered 
by provincial and local health and welfare departments, 
actual treatment being carried out in 59 mental institu- 
tions. 


These include: 32 hospitals for the mentally ill, in all 
provinces; five provincial training schools for mental 
defectives, in Nova Scotia, Quebec, Ontario, Manitoba 


and Alberta; two psychiatric hospitals, in Toronto and 
Winnipeg; fifteen local institutions, all in Nova Scotia; 
two federal hospitals and three private sanitaria. 

The number of patients under treatment in these 
institutions has risen sharply in recent years. ‘This 
is shown in Table 11, which compares the number of 
patients in 1935 and 1948, according to mental status. 

The increase in the numbers of hospitalized cases of 
mental illness has been more rapid than population 
growth. In all provinces, the proportion which such 
patients bear to the general population showed an in- 
crease during the period 1933 to 1948. This is indicated 
in Table 12. 

The striking increase is regarded as due to a variety 
of factors, including the ageing of the general population 
so that the older groups with higher psychotic incidence 
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are relatively larger, the extension of diagnostic facilities 
leading to the recognition of milder cases of mental ill- 
ness, the growing tendency to hospitalization, and an 
apparent increase in mental illness in comparison with 
population growth. 


OVERCROWDING AND INSTITUTIONAL REQUIREMENTS 


Most Canadian mental hospitals are overcrowded, 
average patient population exceeding normal bed capa- 
city in all provinces except Prince Edward Island, 
Nova Scotia and New Brunswick. As indicated in 
Table 14 this does not necessarily mean that existing 
bed accommodation is adequate in these provinces. The 
extent of overcrowding, as indicated by excess of patient 
population over normal capacity, is shown in Table 13 
which also indicates the increase in hospital accommoda- 
tion between 1935 and 1948. 
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TABLE 12—INCREASE IN NUMBER OF MENTAL HOSPITAL PATIENTS, 1933 TO 1948 


(Source: Institutional Statistics Branch, Dominion Bureau of Statistics) 


Number of Resident Patients 


Resident Patients per 100,000 population 


At Dec. At Dec. Per cent | At Dec. At Dee. Per cent 

31, 1933 | 31, 1943 | Merease | Inerease | 31, 1933 | 31,1943 | Mere@se | Increase 
GAINIAT AR Ste rs foe ein ci sce tite os sake 34,979 46 ,631 11,652 33-31 325 { 395 70 21-54 
Exince Wdwand: Paland. sure < ce.. cise susieceels 257 272 15 5-84 289 299 10 3:46 
INO VA OCOUIMR Ne MAR Acids a aura ciate 1,925 2,242 317 16-47 367 369 2 +54 
UN erWis ESCULIS WICK ace racrntesgie Ah cic kel'e 19! cals e ole 885 1,219 334 37-74 209 263 54 25-83 
One. i ane b 9,798 | 138,898 4,100 41-84 327 402 75 22.93 
LASSE ole chyna er 12,150 | 14,897 2,747 22-60 342 380 38 11-11 
LNs EW OTTO] SW yan ig SON oa ee A Ao 2,422 2,995 573 23-66 333 413 80 24-02 
PAS KACOM EWM Meee ts eal ea sence he amie 2,689 4,121 1,482 53-25 280 489 209 74-64 
INSTR A cxtalctelto BABI Gh SUSE enn et a 1,954 3,003 1,049 53-68 Prats, 379 124 48-63 
Britishe Colm Diane ties tecuse celerces sah 2,899 3,984 1,085 37-43 403 443 40 9-93 


Overcrowding of mental hospitals, characteristic of 
all provinces west of the Maritimes, varies in extent 
from province to province. British Columbia, which 
shows the highest degree of overcrowding of the six, 
had the smallest increase in accommodation between 
1935 and 1943. Saskatchewan, where overcrowding was 
second highest, had the greatest increase in hospitalized 
mental illness. Substantial increases in hospital accom- 
modation in Quebec, Ontario and Alberta are reflected 
by less overcrowding. 


Comparison of the number of beds available and the 
average patient population indicates only the extent of 
existing accommodation in terms of the number of 
persons actually receiving hospital care. 

The adequacy of existing facilities may also be 
measured in relation to standard requirements based 
on population. Table 14 provides the data for com- 


paring Canadian institutional accommodation with the 
standards which have been described on page 20. 

Shortage of facilities for the training of mental 
defectives is greater than that for the treatment of the 
mentally ill. It is possible that this might not be the 
case if a distinction could be made between facilities 
for custodial care only and those for actual psychiatric 
treatment of the mentally ill. 

Minimum standards for mental hospital accom- 
modation include not only a specified number of beds 
in relation to the population, but also facilities and 
equipment necessary for care and treatment of patients. 
To build a properly constructed and equipped hospital 
to accommodate 1,000 to 2,000 patients would cost from 
$2,500 to $3,500 per bed. Additions to existing institu- 
tions could be built in most cases for $1,500 to $2,000 
per bed. 


TABLE 13—BED CAPACITY OF MENTAL INSTITUTIONS, 1935 AND 1943, AND PATIENT POPULATION, 19438 


(Source: Institutional Statistics Branch, Dominion Bureau of Statistics) 


Per Cent 
Average Excess of 
Normal Normal Per Cent Daily Average 
oe Bed Bed Increase Patient Daily 
Capacity, Capacity, Population, Population 
1935 1943 1943 over Bed 
Capacity, 
1943 
(CLIN PANT DY Nes Bey Uo. cot ap EERE Bie. Oe EIEIO 0 DIGI DED 35 , 987 42,454 18-0 46 ,697 10-0 
IEPInCeMMAWaArGSlLAand Hoare laiaelsielee sin a eaiaelec ae ainiees 275 275 — 274. ooo 
NONE COLA I eres ereotTN bieuss vicksvere etal atpiazala, sla sters-s 2,120 2,556 20-6 2,283 cy 
Nepe ESrUNs WiC homer terest ereta ee cleisua severe tsapulptatecctereteid ey 900 1,250 38-9 1,248 ia, 
COUTTS sea on 0 bo ote ge DOC EEE nIE ola Hlolirrrayne uh dro. 10,383 13,372 28-8 13,8338 3:5 
ORO. PEO ORR SNE Cs MRD EA 12,777 14,239 11-4 15,086 5-9 
Vicari bo bop eee apn aa tees ceatidee ate lel goat esis eh adel eave a) operas 2,492 2,504 0:5 2,992 19-5 
Sackatichewallsmen vara a atest tiaista siete ratees spats “Alain sha) 2,550 2,970 16-5 4,084 37-5 
SA Dente meaner otra Aa alate cine nwa semen kn Ale «java ladersy 2,035 2,830 39-1 2,939 3:8 
PS TbiSie COLUM Di eee teeneee Ne ercieter clei ot ce cece offal ol) edellaons 2,455 2,458 0-1 3,958 61-0 
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TABLE 14—CANADIAN FACILITIES AND REQUIREMENTS IN RELATION TO STANDARDS FOR MENTAL 
INSTITUTIONS, 1943 


Hospitals for the Mentally Ill and 


Epileptic 
Estimated 
ee Population Beds 
Required Normal 
000’s Standard Bed 
425 per Capacity 
100,000 
GAMAIDAT a animism cr 11,795 50,129 38,919 
Prince Edward Island... 91 387 275 
INGye COU sar tiatitae st 607 2,580 2,406 
New Brunswick........ 463 1,968 1,250 
Ouebecrsn mrad chiee cre 3,457 14,692 12,922 
OnGarion sete ae cic r 3,917 16,647 12,0621 
INDATICODA meer seme 726 3,086 2,028 
Saskatchewan.......... 842 3,578 2,970 
AL bDEerbame teksten cher ce 792 3,366 2,548 
British Columbia....... 900 3,825 2,458 


Schools for the Mentally 


Defective 
Total 
Beds 
New Required Normal New weies 
Beds Standard Bed Beds 
Required 125 per Capacity Required 
100,000 

11,210 14,744 3,535 11,209 22,419 
112 114 — 114 226 
174 759 150 609 783 
718 579 — 579 1,297 
1,770 4,321 450 3,871 5,641 
4,585 4,896 2,177 2,719 7,304! 
1,058 907 476 431 1,489 
608 1,053 -—— 1,053 1,661 
818 990 282 708 1,526 
1,367 1,125 _ 1,125 2,492 


1 This is exclusive of accommodation at the Ontario Hospital, St. Thomas, which was leased to the Dominion Government from 1939 to 1945 for 
use as an R.C.A.F. training centre. This institution, which had 1,050 patients at July 31, 1939, will again be in use as a mental hospital at an early date. 


Family care of mentally sick persons can obviate 
the heavy capital outlay and maintenance charges for 
many patients which would have to be undertaken if 
all the mentally ill were to be treated in institutions. 
The actual cost of patients in institutions varies in 
individual provinces, but is ordinarily greater than the 
costs of family care. 

Two provinces, Ontario and Manitoba, have initiated 
programmes of family care for mentally sick persons in 
supervised boarding homes. All the provinces except 
Saskatchewan and Prince Edward Island have parole 
systems in effect, New Brunswick, Quebec and Ontario 
having the highest proportions of paroled patients. 

Table 15 shows the proportion of resident and non- 
resident patients under care in Canadian mental 
institutions. 


COSTS OF TREATMENT 


Saskatchewan is the only province providing free 
treatment for patients suffering from mental illness, the 
provincial programme of free care to residents having 
been initiated there January 1, 1945. In all other 
provinces, those who can pay for care are required to 
do so, the cost for indigent patients being shared in 
some instances between the provincial and the muni- 
cipal authority. 


In British Columbia, Manitoba, Prince Edward 
Island and Quebec, as well as in Saskatchewan, muni- 
cipalities make no contributions towards mental hos- 
pital costs. Provincial assumption of what were formerly 
municipal costs in Quebec was made effective at the 
beginning of 1945. 


TABLE 15—RESIDENT AND NON-RESIDENT PATIENTS UNDER CARE, DECEMBER 31, 1943 


(Source: Institutional Statistics Branch, Dominion Bureau of Statistics) 


Total a Per Cent pane Per Cent On Parole Per Cent 
Hospital Out 
CANADA Sir teats beter tie tee coer 51,071 46 ,631 91:3 541 1-6 3,899 7:6 
Prince edward Waland symone 272 272 100-0 _ — _ _ 
INOVaiScotianee marca cemet ees Oe ete 2role 2,242 96-9 _ —_ 70 3-0 
INeweUBIunswickwner tense lentieriocea 1,678 1,219 72-6 —_ — 459 27-4 
Quechee avaeetccate cin: oes Goethe cee 15,736 13,898 88-3 —— — 1,838 11-7 
Ontariots merase teehee letteraneet 16,628 14,897 89-5 581 3-2 1,200 7-2 
Mani tobaisecnic sane cite tiem crete eis 3,096 2,995 96-7 10 0:3 91 2-9 
DASKALCNEWATIC dace terie rial okeu aie tae 4,121 4,121 100-0 — oo — — 
(Alberta savenaces stern tac wen biraeet 3,063 3,003 98-0 —_— — 60 2-0 
British) Columbisias aes scsi ieee ts 4,165 3,984 95-7 — — 181 4-3 


Expenditures of Canadian mental institutions in the 
various provinces in 1943 are shown in Table 16 together 
with an analysis of sources of funds. 


PROVINCIAL ORGANIZATION AND ARRANGEMENTS 
FOR CARE 


Mental hygiene programmes vary from province to 
province, as do provisions for meeting the costs of care. 
Provincial organization and arrangements for treatment 
are summarized briefly in the following: 


Prince Edward Island—Mental hygiene services are 
made available to the people of Prince Edward Island 
through the treatment facilities for the mentally ill 
provided at the Falconwood Hospital in Charlottetown. 
This is a provincial institution, operated along with the 
provincial infirmary. 

Persons receiving mental hospital treatment are 
required to pay if they are financially able to do so, 
and the balance of the cost is met by the province. 
Municipalities have no financial responsibility in con- 
nection with the treatment of indigent patients. 


Nova Scotia—Nova Scotia has a mental hospital 
and a school for mental defectives operated ‘by the 
province, and fifteen local institutions providing 
custodial care. The latter account for three-quarters 
of the normal capacity of Nova Scotia mental institu- 
tions. 

A charge is made in all institutions for persons who 
are financially able to pay. Costs for indigent residents 
receiving treatment in the provincial mental hospital 
or training school are met by municipalities at the rate 
of $9 a week, while local institutions are maintained 
wholly at municipal expense. 
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In addition to the Nova Scotia Hospital and the 
Nova Scotia Training School, each of which is operated 
under the provincial health department, there is a 
Provincial Psychiatrist attached to the Department of 
Public Welfare. 

A mental health programme is carried out in the City 
of Halifax through the facilities of the Dalhousie Clinic. 


New Brunswick—Treatment for the mentally ill in 
New Brunswick is provided in the Provincial Hospital 
at Saint John. Payment is required on behalf of 
patients where financial circumstances warrant it, muni- 
cipal authorities contributing $2 weekly toward the 
costs of treatment for indigent residents. All other 
costs are met by the provincial government, which has 
full administrative responsibility. 


Quebec—There are six mental hospitals and a 
school for mental defectives in the Province of Quebec, 
as well as a Dominion government hospital and a 
private institution for the mentally ill. Special treat- 
ment for insane criminals is provided in the hospital at 
Bordeaux. 


The government of Quebec assumed responsibility 
for the maintenance of indigent patients in provincially 
supported mental hospitals from January 1, 1945. 
Previously, the municipality of domicile was respon- 
sible for half these costs. Maintenance charges are 
collected from persons legally responsible for patients, 
and in a position to pay for treatment. 

Extensive mental health and psychiatric programmes 
are carried out locally in the province, notably in the 
city of Montreal, under private and university auspices. 


TABLE 16—EXPENDITURE AND SOURCE OF FUNDS OF MENTAL INSTITUTIONS, 1943 


(Source: Institutional Statistics Branch, Dominion Bureau of Statistics, unless otherwise noted) 


(thousands of dollars) 


Source of Funds 


Total 
— amie as Dominion | Income 
y Municipal-| payments from 
Main- |Capital and Total Province ities for paying Other 

tenance Other patients | patients 
UAUNV ANID ADrrrrertaere h earre is ties sis ayes 016 18, 204 995 19,214 hive) 1,803 1,960 2,626 bls 
Princesdwardiisland..)...+--..- > 169 12 181 160 — —_ 19 2 
INO Ve SCOULA Marrs tec ek ss cce eo 5 © 748 17 767 235! 461 6 46 19 
ING WaSrUNS WICK te tne slic 12h ee eiche 441 6 441 159 225? — 55 2 
QucheCs eden tees coer s s 5,073 808 5,879 2,911 790! 1,050 612 516 
CON ADIOMMERE yee nein) arin: cee ee © 6,407 20 6 , 456 3,938 235 769 1,199 315 
MEAT LODR Meee reitg: torres sickas ches ole 1,156 14 a eA) 883 77 28 113 69 
SASkatCHeW allie mete sents s cieleera sells 1,567 8 1,575 1,270 — — 152 153 
JATbertas erect cena. «sits» apeive ve 1,060 106 1,153 893 11 9 204 36 
BritishkOOlumbiays ves sitet eieie)« sistent 1,583 4 1,592 1,263 4 98 226 1 


1 Information from the Public Accounts for the fiscal year ended November 30, 1948, shows net provincial expenditure on this account of 157 on 


an accrual basis. 


2 Part of this amount was paid to Municipalities out of the Provincial Tobacco Tax Fund. 


3 See Foot Note 4. 


4 Estimate based on information in the Provincial Public Accounts for the fiscal year ended March 31, 1944, which shows contributions of Muni- 


cipalities and paying patients at 1,401. 
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Ontario—The Hospitals Branch of the Ontario 
Health Department administers eleven mental hospitals, 
a hospital for epileptics, a hospital school for mental 
defectives, and under special arrangements, a psychiatric 
hospital in the city of Toronto. 

Travelling clinics for diagnosis and out-patient 
treatment are operated by the Branch, which also 
cooperates with municipal authorities in the develop- 
ment of local mental hygiene programmes. 

Where the family or the patient can afford to pay, 
they are charged for treatment. Otherwise, the cost is 
met by the province. 

Municipalities contribute 10 cents a day for indigent 
patients, up to the amount payable to them by the 
province under the statutory provision for the distribu- 
tion of the provincial railway tax. For indigent patients 
in the provincial hospital for epileptics, municipalities 
pay 50 cents a day. Toronto and York township, and 
in certain cases other municipalities may send patients 
to the Toronto Psychiatric Hospital, municipal liability 
for costs being limited to ten days for each patient at 
$1.50 a day. 

The Dominion government operates a mental 
hospital in the Province of Ontario, and there is one 
private hospital giving treatment to the mentally ill. 


Mamitoba—The Province of Manitoba operates two 
mental hospitals, a school for mental defectives and, 
under special arrangement, a psychopathic hospital in 
Winnipeg. The province provides all facilities for care, 
no charge being made against the municipalities. From 
individuals who can afford to pay, the province collects 
from 50 cents to the full rate of $1.25 a day, the 
charge being fixed in relation to ability to pay. 

Diagnostic clinics and out-patient treatment facili- 
ties are provided in Winnipeg and Brandon through 
the provincial service, which also cooperates with 
municipal authorities in the development of their mental 
hygiene programmes. 


Saskatchewan—The Province of Saskatchewan 
through its Department of Health, operates two 
hospitals for the mentally ill, and has recently initiated 
psychopathic hospital services through a_ special 
arrangement with the Regina General Hospital. 

Subject to certain minor limitations, persons ful- 
filling residence requirements are entitled to care and 
treatment at the expense of the province. No charge 
is made either to the patient or to the municipality 
from which he comes. 


Alberta—The Alberta Department of Health admin- 
isters two provincial mental hospitals, two auxiliary 
hospitals, and a training school for mental defectives 
as well as a comprehensive mental hygiene programme 
including preventive service, diagnostic facilities, family 
care for the mentally ill and rehabilitation. 

Where relatives are in a position to pay for treat- 
ment of a patient, the province makes a charge of $1 
a day for care in mental hospitals. There is no muni- 
cipal responsibility for treatment of indigent patients. 

The Department of Public Health makes a charge 
of $15 a month for the maintenance of mentally defec- 
tive persons in the provincial school. Municipalities of 
which such patients are resident are responsible for this 
charge, but they may recover their costs from respon- 
sible persons. 


British Columbia—The provincial mental hygiene 
programme in British Columbia is administered under 
the Department of the Provincial Secretary. The three 
provincial hospitals are administered as a unit, along 
with the Psychopathic Division, under the Provincial 
Psychiatrist, who also has charge of related mental 
health services. 

No municipal charges are in effect in British Colum- 
bia, but a charge of $1 per day is made for patients who 
are financially able to pay for treatment. 

Rehabilitation and follow-up work in connection with 
the provincial mental hygiene programme is carried out 
throughout the province by the generalized provincial 
welfare field service. 

In addition to the public hospitals, there is a private 
sanitarlum giving care to the mentally ill in British 
Columbia. 


SouRCES: 


Brief on Mental Diseases presented to the House of Commons 
Special Committee on Social Security by the late Dr. B. T. 
eS former Deputy Minister of Health for Ontario, May 


Provincial Departments of Health. 
Dominion Bureau of Statistics. 


6. VENEREAL DISEASE 


HISTORY OF DOMINION GRANTS TO THE PROVINCES 


During 1914-1918 the incidence of venereal diseases 
increased, and it was considered advisable to take active 
steps to prevent their dissemination throughout the 
population. In the United States, the Chamberlain- 
Kahn Act of July, 1918, provided for a Federal Grant 
to the States of $1,000,000 for the control of venereal 
diseases among the civilian population, an additional 
$1,000,000 to be expended under the direction of the 
Secretaries of War and Navy for the control of these 
diseases among military and naval forces. It provided 
an additional $400,000 for medical education and 
research. 

After the passage of the Chamberlain-Kahn Act, 
United States officials, who were familiar with the 
venereal disease program which was initiated in the 
United States, were invited to an interprovincial cun- 
ference in Canada to explain the features of that Act. 
The assistance of these officials had an influence in deter- 
pete a Canadian appropriation for venereal disease 
control. 


At the request of the Dominion Council of Health, 
the Dominion Government in 1919 voted $200,000 for 
the control of venereal disease. This grant was allocated 
to the various provinces on the basis of population and 
subject to eight conditions, the most important of which 
was that each participating province was to expend an 
amount equal to that received from the Dominion 
Government. 

All the provinces, with the exception of Prince 
Edward Island which at that time did not have a health. 
department, entered into the agreement. The same 
amount of $200,000 was voted for the four subsequent 
years. For the year 1924-25 the amount voted was 
$150,000, for the years 1925-26 and 1926-27 the amount 
voted was $125,000. From the year 1927-28 to the year 
1931-32 the amount voted was $100,000. 

At a meeting of the Dominion Council of Health in 
December, 1931, it was resolved that the Government of 


Canada be commended for what had already been done 
for the control of venereal disease and be requested to 
increase the grants to the provinces. 

The venereal disease grant was discontinued in the 
fiscal year 1932-33. 


The Dominion Council of Health at their meeting in 
May, 1932, passed a resolution requesting that the Fed- 
eral aid to the provinces for venereal disease control 
work be re-established at the earliest possible moment 
permitted by economic conditions. 


In November, 1936, the Dominion Council of Health 
appointed a Committee of five to study and report on 
Dominion grants to the provinces. In June, 1937, the 
Committee reported to the Dominion Council of Health 
that the withdrawal of grants made to the provinces by 
the Federal Government had resulted in materiaily 
lessening the effort directed at public education and 
follow-up work, and that there had been a lessening of 
facilities for treatment, particularly in the Province of 
Quebec. The Committee further recommended that the 
Dominion grants be re-established. 


In June, 1937, the Canadian Medical Association, the 
Canadian Public Health Association, and the National 
Council of Women of Canada, passed resolutions that 
the Dominion Government be asked to reinstate the 
grants to the provinces. 


In May, 1938, a recommendation was made to the 
Minister of Health suggesting that consideration be 
given to the distribution to the provinces, at Federal 
Government expense, of arsenical preparations utilized 
for the treatment of syphilis. 


On May 27, 1938, the Dominion Government voted 
the sum of $50,000 for the distribution of arsenicals to 
the provinces on the basis of population and the number 
of treatments, subject to an undertaking that the pro- 
vinces would not curtail their venereal disease expendi- 
tures for any year in which they accept arsenicals from 
the Federal Department of Health as compared with 
their expenditures for their work in this field for the year 
previous to the acceptance of this grant. This sum of 
$50,000 has been voted each year since the fiscal year 
1938-39. 

The main object of this grant for the distribution of 
arsenicals was to help the provinces release their pro- 
vincial money then expended in the provision of druys, 
the resumption of educational campaigns, follow-up of 
cases and investigation of contacts, thereby correcting 
some of the deficiencies which had prevailed since the 
pe ees of the federal grant to the provinces in 

On September 21, 1942, at a meeting of provincial 
ministers in Ottawa, the problem of veneral discase 
control was discussed. The situation over the past 
several years, the discontinuance of federal grants and 
the desirability of their resumption were considered. It 
was suggested that the Dominion Council of Health 
should be expected to make recommendations as to the 
scope of the expenditure of the grants by the provinces. 
The meeting concurred in the proposed recommendations. 

The Dominion Council of Health then prepared a 
draft submission of a plan covering federal allotments 
to the provinces for venereal disease control] activities 
for the fiscal year 1943. 

On June 15, 1943, P.C. 1382/4857 was approved by 
His Excellency the Governor General in Council. This 
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provided for a vote of $175,000 for assistance to the 
provinces for the control of venereal disease, continua- 
tion of the vote of $50,000 for distribution of arseni- 
cals, and provision of $15,000 for administration. The 
total appropriation for venereal disease was, therefore, 
set at $240,000. 

The same appropriation was continued for the fiscal 
year 1944-45, and has also been voted for the year 
1945-46. 

Table 17 summarizes the venereal disease appro- 
priations since their inception in 1919: 


TABLE 17—FEDERAL EXPENDITURES FOR VENEREAL 
DISEASE 
(Fisca Years 1919-20 ro 1945-46) 


(Source: Public Accounts, Dominion of Canada) 
(thousands of dollars) 


Annual 
Federal Annual Annual 
Fiscal years Grants Distribution | Administra- 
to the of Arsenicals tion 
Provinces 

1919-20 to 1923-24...... 200-0 — — 
M4 2D re ene ehisc cians « 150-0 — — 
1925-26 to 1926-27...... 125-0 — 
1927-28 to 1931-32...... 100-0 a — 
1932-33 to 1937-38...... No grant _ —_ 
1938-39 to 1942-43...... No grant 50-0 — 
1943-44 to 1945-46...... 175-0 50-0 15-0 


ROLE OF THE DOMINION IN VENEREAL DISEASE CONTROL 


At the Dominion-Provincial Conference of Venereal 
Disease Control Directors, August 8-11, 1944, the 
Conference approved that the function of the Federal 
Division of Venereal Disease Control is to give leader- 
ship in reducing the menace of venereal infections in 
Canada: 

(a) By planning, in consultation with the provinces, 
adequate control measures on a comprehensive, 
effective basis; 

(b) To assist in the implementation and carrying 
out of the plans for the annual provision and 
distribution of federal grants; 

(c) To perform the functions of coordination, inte- 
gration, standardization, survey and appraisal, 
and general exchange of administrative ideas 
by consultation and conferences with the prov- 
inces and national agencies and groups; 

(d) To assist in the provision of lay and profes- 
sional informational services; and 

(e) To encourage research and improve training 
facilities for professional personnel. 


SERVICES AND METHODS OF CONTROL IN THE PROVINCES 


There is a separate Division of Venereal Disease 
Control with personnel employed on full-time basis in 
the Provincial Department of Health of the Provinces 
of New Brunswick, Quebec, Ontario, Manitoba, Sas- 
katchewan, Alberta, and British Columbia. ‘There is 
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no separate Division of Venereal Discase Control in 
Prince Edward Island nor in Nova Scotia, but in these 
provinces the venereal disease work is carried out 
directly by personnel of the Provincial Health Depart- 
ment on a part-time basis. 


All provinces offer the same general type of service 
with slight modification to suit local conditions. These 
services may be briefly described as follows: 


Ake 
ae 


3. 


8. 


The 


Collection of statistics on the incidence of ven- 
ereal disease. 

Provision of laboratory facilities for the diag- 
nosis of venereal disease. 

Maintenance of provincial clinics for the free 
treatment and diagnosis of venereal disease. 


. Distribution of medication to physicians for 


the treatment of their patients. 


. Epidemiological investigation by social service 


workers of persons who are named as contacts 
to cases of venereal disease. 


. Case-finding of venereal disease through blood 


test and medical examination of special groups 
such as prostitutes. 


. Application of ‘“Venereal Disease Control Act” 


in cases where patients with venereal disease 
in a communicable form refuse to take treat- 
ment. 

Education of the population on 
disease. 


venereal 


following is a brief description of the services 


offered by each individual province: 


Prince Edward Island— 


1 


3. 


4. 


Provision for laboratory diagnosis of venereal 
disease at Provincial Laboratory in Charlotte- 
town. 


. Maintenance of two venereal disease clinics 


in Charlottetown and Summerside for the diag- 
nosis and treatment of venereal disease. 
Epidemiological investigation of contacts to 
cases of venereal disease. 

Educational programme. 


Nova Scotia— 


ie 


5. 


6. 


Provision of free laboratory service for the 
diagnosis of venereal disease at the Provincial 
Laboratory in Halifax. 

Maintenance of nine clinics for the free diag- 
nosis and treatment of venereal disease. 


. Free drugs to all physicians who request them. 
. Epidemiological investigation of contacts by 


social nurses. 

Part-time help from the five provincial health 
units and their staff. 

Visual education for venereal disease. 


New Brunswick— 


ih 


Provision of free laboratory service through 
the Provincial Laboratory located in Saint 
John. 


. Maintenance of fourteen clinics for the medical 


care of venereal disease patients. 


. Arsenical preparations supplied free of charge 


to physicians by the Department of Health. 


4, Free consultative service available to physi- 
clans. 

5. Epidemiological investigation by public health 
nurses of contacts to cases of venereal disease. 

6. Educational programme on venereal disease. 

Quebec— 

1. Provision of laboratory facilities for the diag- 
nosis of venereal disease at the Provincial La- 
boratory in Montreal. There are no branch 
laboratories in Quebec. 

2. Maintenance of twenty-three venereal disease 
clinics for indigent patients. There are nine 
clinics in Montreal, five clinics in Quebec City 
and nine clinics in other cities of the Province. 

3. Payment of remuneration to physicians where 
there is no clinic. 

4. Free distribution to physicians of anti-syphilitic 
drugs for all patients. 

5. Provision for full hospitalization when required 
and for isolation of delinquent infectious cases. 

6. Epidemiological investigation of persons named 
as contacts to cases of venereal disease. 

7. Consultative assistance to physicians by corre- 
spondence upon request. 

8. Public education in relation to venereal disease. 

wl 
Ontario—- 

1. Provision of laboratory facilities for diagnosis 
of venereal disease at the Central Provincial 
Laboratory in Toronto and at branch labora- 
tories in Kingston, Ottawa, Hamilton, London, 
Windsor, Peterborough, and Fort William. 

2. Maintenance of clinics for the free treatment 
and diagnosis of venereal disease. There are 
six clinics in the City of Toronto and fourteen 
clinics in other cities of the Province. 

3. Fever therapy service for cases of neuro- 
syphilis. 

4. Treatment subsidies paid for treatment by 
private physicians. 

5. Drug distribution to physicians. 

6. Consultative and library service for physicians. 

7. Epidemiological investigation of all persons 
named as contacts to cases of venereal disease. 

8. Promotion of community action against ven- 
ereal disease. 

9. Health education on venereal disease. 

10. Advancement of venereal disease control through 
teaching and research. 
Manitoba— 

1. Laboratory facilities for the diagnosis: of ven- 
ereal disease provided at the provincial clinic 
located in Winnipeg. Keidel tubes supplied 
free to physicians and institutions. 

2. Maintenance of provincial Venereal Disease 
Clinic at St. Boniface Hospital, Winnipeg, for 
the free diagnosis and treatment of venereal 
disease. 

3. Examination and treatment in all jails and 


detention homes by the physician in charge. 


4. 


Remuneration of physicians for the treatment 
of indigent syphilitic patients in rural areas 
where there are no facilities for free treatment. 


. Drugs supplied free for all indigent syphilitic 


patients. Arsenicals are free for any patient, 
irrespective of means. 


. Epidemiological investigation of all contacts 


to cases of venereal disease carried out by 
public health nurses. 


7. Educational programme for venereal disease. 
Saskatchewan— 
1. Provision of laboratory facilities for the diag- 


nosis of venereal disease at the Provincial 
Laboratory in Regina. 


. Operation of four full-time clinics and of one 


part-time clinic for the free diagnosis and 
treatment of all patients. Operation of a part- 
time clinic at the Regina jail. 


. Supply of all drugs required for the treatment 


of both syphilis and gonorrhoea free of charge 
to physicians for the treatment of their reported 
cases. 


. Epidemiological investigation of persons named 


as contacts to cases of venereal disease. 


. Community educational programme on venereal 


disease. 


Alberta—- 


if 


. Maintenance of treatment clinics 


Laboratory facilities for the diagnosis of ven- 
ereal disease are provided by the Alberta Pro- 
vincial Laboratory located at Edmonton. 


. Maintenance of provincial clinics for the free 


treatment and diagnosis of venereal disease in 
Calgary, Edmonton, Lethbridge and Medicine 
Hat. 


in remote 
areas of the north country where nurses with 


or 


bs 
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special training give the treatments under the 
advice of the Director of Venereal Disease 
Control Division. These clinics are located at 
High Prairie, MacLennan and Peace River. 
Supply of free drugs to private physicians. 
Consultative service for physicians. 


. [Epidemiological investigation by the social 


service workers of persons named as contacts 
to cases of venereal disease and treatment of 
all cases found to be infected. 


Educational programme of venereal disease. 


British Columbia— 


1 


Provision of laboratory facilities for the diag- 
nosis of venereal disease at Provincial Labora- 
tory in Vancouver. 


. Maintenance of ten venereal disease clinics 


throughout the Province. 


. Free medications distributed by the Provincial 


Board of Health. 


. Epidemiological investigation of persons named 


as contacts to cases of venereal disease. 


. Specific action directed towards those premises 


which facilitate the spread of venereal disease. 


. General educational programme. 
. Special high school lecture programme. 


COSTS OF VENEREAL DISEASE CONTROL 


As shown in Table 18, total expenditures for venereal 
disease control in Canada, by all governments during 
the fiscal year 1943-44 amounted to more than $788,000. 
Direct expenditures by the provinces totalled $563,000, 
the balance being distributed to the provinces by the 
Dominion for (a)Grants—$175,000 and (b) Value of 
Arsenicals—$50,000. 


TABLE 18—EXPENDITURES FOR VENEREAL DISEASE—FISCAL YEAR 1943-44 


(SourcE: Public Accounts) 


(thousands of dollars) 


Department of Pensions and National Health 


Federal Grants to the Provinces 


Net Grant 

to each 

Province 

(CY ONY DY. oa) Arm Mek nt RT Be Pee 148-8 

TCO MUG WELL Al SAIC! clei. oes set evel © « s sicigcd wy oleic lols 1-1 
Nia en SRE. ¢ 5.0 A. COS EHO DORE Ee Cie es 8-4 
UNIics MES TERATAS WIL Kp re tate toee ont or etiaicuy. 6: Ss oysy =, wast sy obs) sed Such 6-5 
(QTD, <b dicts 3 LOG HORTOENS TOS Et On Eer ETE O cn ieeeaS 58-0 
(CHIDE DO. b.o.6 BARNS 0 DOMED AOE Ride OSetar & Goreeiie Gis 39-6 
IUUETTUTTO EN, Boa } biNRISTe Sit CIetGie iG eIB Ln east titi cao 8-2 
SASH CHEW All mee neater a nittcrele ane’s inv ehss cheese, shehatode (ones 10-9 
JNIBYSTIOS., 295 6.355 23 OEE A OIE SOROS BORO Ce ROD iam cat he 8-6 
Iga (Cold Neca calboos be OB oan Coin Dom Oe 7-5 


— 


See HATO Kr KE OO 
wodnaond wd orp 


Grant for 
Educational 
Materials 


Value of 
Arsenicals Provincial Total 
Total distributed |Expenditures 
Grant to to 
Provinces Provinces 
175-0 49-9 563-5 788-4 
1:3 0-4 2-1 3-9 
9-9 2-5 46-0 58-3 
7-6 2-0 15-2 24-8 
68-2 14-1 114-1 196-4 
46-5 16-6 232-8 295-9 
9-7 3-2 27-3 40-2 
12-8 4-2 19-3 36-3 
10-1 3°5 24-0 37-6 
8-9 3-4 82-7 95-0 


a 


41485—43 


30 


The per capita expenditures in each province by all 
governments for the control of venereal diseases is shown 
in Table 19. Comparable figures are not available for 
the United States on a State basis but the U.S. Federal 


TABLE 19—VENEREAL DISEASE EXPENDITURES PER 
CAPITA BY PROVINCES, 1943-44 


Total 
expenditures 
Estimated for E dit 
—_— Population Venereal Capen 
1943 Disease Per ie 
(thousands (dollars) 
of dollars) 

Prince Edward Island... 91 ,000 3-9 0-042 
INGVa DCOlLa ee ner inte 607 ,000 58-3 0-096 
New Brunswick........ 463 ,000 24°83 0-053 
Quebec)iieasen Goisacis. 3,457 ,000 196-4 0-056 
Ontario tees se 3,917,000 295-9 0-075 
Manitobaie. secre jects 726 ,000 40-2 0-055 
Saskatchewan.......... 842,000 36-3 0-043 
Albertaias.siseh iu Mateacve 792,000 37-6 0-047 
British Columbia....... 900 , 000 95-0 0-105 
Motal a oajacous ttc 11,795,000 788-4 0-066 


grants for venereal disease control are allocated to the 
States on condition that 50 per cent thereof is matched 
from State funds. The U.S. Public Health Service 


stood that the cities of Montreal and Toronto are study- 
ing the prevalence of venereal infections and need for 
the establishment of a venereal disease contro] division 
under the Medical Officer of Health. A proposal to 
establish such a municipally controlled organization for 
Winnipeg was rejected by the city after considerable 
study of the problem. 

In the United States most of the large cities operate 
divisions for the control of venereal diseases. The U.S. 
Public Health Service recommends that every city of 
250,000 population should have a full time division and 
that there should be one full-time venereal disease con- 
trol officer for every 500,000 population. In Table 20 is 
shown the source of funds and per capita expenditures 
for venereal disease in twelve large cities in the United 
States. 


SOURCES: 


Division of Venereal Disease Control, Department of National 
Health and Welfare. 

Provincial Departments of Health. 

United States Public Health Services. 

Dominion Bureau of Statistics. 


7. GENERAL PUBLIC (ACUTE DISEASE) 
HOSPITAL CARE 


Canada has a comprehensive system of hospitals for 
the treatment of patients suffering from acute and 
chronic diseases, and for providing care for maternity 
cases. In 1942 the total bed capacity of these hospitals 
was 65,032. The distribution of hospital beds in the 
various provinces is shown in Table 21, according to the 
type of hospital. 


TABLE 20—VENEREAL DISEASE APPROPRIATIONS IN VARIOUS LARGE CITIES 
OF THE UNITED STATES—1943-44 


(Source: Modern Clinical Syphilology by John H. Stokes, M.D.) 
(thousands of dollars) 


—— Population 
Baltimore sisisaaclrcstre cots ceminieted aa woe eters: 854, 144 
Bostons.s cs cas. Sceiciehls bales Meee nas sehen steer 770,816 
Chicago scr oe siete mere Bie es A eneasees eacher ota et eie! Ver 3, 260 ,000 
CUNCINNAEL Fc. Sailers scat sleneteh sobs Loheete etek erere stkeaano ers 455 ,610 
Detroit.o2 sa Peis Saleen bite eeetateieiosls opie: he 1,750,000 
Los ‘Ampelesis).jiss tie d:donrae © 0 tainem ehectett dianl 5 stares 1,661,000 
New: Orleans: orks cicta cist cine ae bina eters Seine 530 ,000 
New? York! Cityancs serie cee cena aera 7,521,000 
Philadelphigi gis .Btercseelmsracte es cess sel erred aks 1,957,549 
Pitteburghys: dilcacece cissis mi misketelsloniarsvarreters scoters 671,659 
San Franciseolcnactert ooceien ieeaen eter 675,000 
SE LOIS LAS io Recreate restate cperorene eke eras ons ene se eee 814,717 


reports that Federal Grants to the States in 1948 
amounted to approximately $11,000,000, with State 
expenditures totalling about $7,000,000. 


MUNICIPALITIES AND VENEREAL DISEASE CONTROL 
Figures are not available for municipal expenditures 
for venereal disease control. In fact, it is believed that 
very few Canadian cities have in the past made pro- 
vision for a separate budget for this purpose. It is under- 


Source of Funds Expenditure 

per Capita 
Federal State Local Total (dollars) 
— — 83-2 83-2 0-097 
28-8 72-2 16-9 117-9 0-153 
491-0 56-0 258-0 805-0 0-247 
20-0 — 27:8 47-8 0-104 
50-0 90-0 140-0 0-080 
40-2 13-8 94-8 148-8 0-089 
41-9 31-4 73°3 0-138 
317-5 —_ 441-6 759-1 0-101 
116-1 _— 81-7 197-8 0-101 
84-3 —_ 37-0 121-4 0-180 
56-1 7-1 66-7 129-9 0-192 
1-0 55-3 47-9 104-2 0-127 


In 1948, there were 50,286 beds and cribs in hospitals 
for the treatment of diseases other than tuberculosis and 
mental illness. This represented 4:3 beds for every 
1,000 of the population. 


The extent and recent growth of such hospitals is 
shown in Table 22, which indicates the number and 
capacity of such hospitals by provinces, and the ratio of 
bed capacity to the general population for 1933 and 1943, 
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TABLE 21—NUMBER AND BED CAPACITIES! OF HOSPITALS IN CANADA BY TYPE OF HOSPITAL, 1942 
(Source: Institutional Statistics Branch, Dominion Bureau of Statistics) 


PUBLIC 
: ‘ PRIVATE? TOTAL 
———- Acute Disease? cee Poaterious Convalescent 
Incurable Diseases 
Number} Beds | Number] Beds |Number| Beds |Number] Beds | Number] Beds |Number| Beds 
CANAD AP eee... 574 | 54,5094 21 3,620 1,608 10 813 286 | 4,475 904 | 65,032 
Prince Edward Island. 4 295 — — — — —_— — — — 4 295 
Nova Scotia......... 30 | 2,671 a —_— 1 73 — — 4 43 35 2,787 
New Brunswick...... USE| le oz 1 32 o — — _ 4 95 23 1,879 
Quebecatsaire a css 71 | 18,831 5 1,123 4 647 3 412 49 1,264 132 17,277 
OntATIONS eee ene: 145 | 15,936 8 1,429 3 474 6 336 52 1,019 214 19,194 
Manitoba recnce ccs 39 3,810 1 415 2 297 1 65 10 139 53 4,726 
Saskatchewan........ 89 | 4,475 2 222 — — — — 97 848 188 5,545 
PADOLUS wanes aaiite ts 89 5,509 3 142 3 117 — o 32 246 127 6,014 
British Columbia..... 78 5,840 rafal! 264 —_ — —_ — 38 821 117 6,925 
Yukon and N.W.T.... 11 390 — — _ — — — — a 11 390 


1 Includes adult beds, cribs and bassinets. 


2 Includes General, Women’s, Children’s, Red Cross and Not Classified. 


3 Not designated as to type. 


4 Excluding 1,779 beds in 29 tuberculosis units in acute disease hospitals. 


There was a marked increase in the number of 
hospital beds in all provinces from 1933 to 1948, the 
greatest increase occurring in Alberta, which had the 
highest proportion of beds in relation to the population 
in 1943. In the same year Prince Edward Island, where 
the increase in bed capacity had been least, had the 
lowest proportion of beds per 1,000 population. New 
Brunswick and Ontario, where hospital capacity in 
relation to the population was comparatively low in 
1943, also showed relatively little increase during the 
previous ten years. In British Columbia, where 1933 
hospital capacity was the highest in Canada, and 1943 
capacity second highest, there was a decrease in the 
number of beds per 1,000 population attributable to the 


fact that increase of hospital facilities was less rapid 
than population growth. 


Almost half the accommodation in Canadian public 
hospitals is in those with more than two hundred beds, 
and less than five per cent in those with less than 
twenty-five beds. The trend in recent years has been 
toward larger hospitals, for modern scientific medical 
care requires facilities and personnel which can only be 
supplied in such institutions. At the same time, the 
lack of small hospital facilities in Canada means that 
people in many rural areas are without adequate 
hospital care. 

Table 23 shows an analysis of bed capacity of 
Canadian public hospitals in relation to the size of 
hospital. 


TABLE 22—HOSPITALS IN CANADA,? BY PROVINCES, 1933 and 1943 


(Source: Institutional Statistics Branch, Dominion Bureau of Statistics) 
ee a ET 
Seen — 


1933 1943 Per cent increase 
—— Number | Number | Beds and | Number | Number | Beds and | Number | Number |} Beds and 
of of Cribs of of Cribs of of Cribs 

hospitals | Beds and | Per 1,000 | hospitals | Beds and | Per 1,000 | hospitals | Beds and | Per 1,000 
Cribs |Population Cribs |Population Cribs {Population 
CANAL) Atri ge aethee sistas. 534 41,877 3-9 585 50, 286 4-3 9-6 20-1 10-3 
Prince Edward Island........ 3 232 2-6 4 261 2-9 33-3 12-5 11-5 
ING VaR OCOLLA ur cmitieceotet =) yates 27 1,566 3-0 31 2,416 4-0 14-8 54-3 33-3 
New Brunswick............. 17 1,294 3-1 18 1,562 3-4 5-9 20-7 9-7 
UE DEG AL Pea tleitee tec colsieisis 73 11,599 3-9 79 13,978 4:0 8-2 20-5 2-6 
Ornate) he go nee cao oe Oberon 147 12,793 3-6 153 14,658 3-7 4-1 14-6 2-8 
IMaMILOD A Nat eee ehaisiere eevee 33 2,928 4-1 41 3,473 4-8 24-2 18-6 17-1 
Saskatchewatle in. as core 80 3,227 3:5 88 3,814 4+5 10-0 18-2 28-6 
AT erie ceytern stirs teresa) aieats, cate bie 81 3,730 5-0 92 4,929 6-2 13-6 32-1 24-0 
British Columbia............ 73 4,508 6-3 79 5,195 5-8 8-2 15-2 —7-9 


Includes General, Women’s, Children’s, Contagious Diseases, Convalescent, Red Cross and not classified. 
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Small hospitals are relatively most important in 
Alberta and Saskatchewan, where the development of 
publicly-owned hospitals, through joint action by 
provincial and municipal authorities, and through inter- 
municipal cooperation, has led to the extension of 
hospital facilities to sparsely-populated districts. It is 
significant that Alberta, which has the largest number 
of hospital beds:in relation to the population in Canada 
and where increase in capacity is second highest, also 
has a high proportion of beds in small hospitals. 


AvuTHoRITIES ADMINISTERING HospiraLs 


Most Canadian hospitals are administered by 
religious groups or by lay voluntary boards on a non- 
profit basis, although in recent years, the municipal 
hospital, urban and rural, has been increasing in 
importance in the Canadian hospital system. A number 
of large urban centres have civic hospitals, while the 
municipal or “union” hospitals, which have been 
referred to, are becoming numerous in rural areas, 
particularly in the Prairie provinces. 

Table 24 shows the distribution of hospitals in 
Canada under the various operating groups. 


TABLE 24—CONTROLLING BODIES OF HOSPITALS! FOR 
ACUTE AND CHRONIC DISEASES IN CANADA, 1941 


(Source: Institutional Statistics Branch, Dominion 
Bureau of Statistics) 


: Adult Beds : 
— Hospitals and Cribs Bassinets 
Voluntary— 
LAV amet areeatofitieiack 32,5 6 215 20,106 2,478 
Roman Catholic 181 21,886 1,593 
Red Cross and Junior Red 
(Oi go le cae op pint entre 44 590 160 
Wnited «Church wae... 0%: 19 546 103 
Salvation Army.......... 11 688 295 
Anglican Church.......... 6 211 19 
Others see se 5 okey 17 733 92 
Municipal (including union)... . 120 8,842 (R213 
PTO VINCI Ae Re hicctar ies heel 4 950 al 
POMMINION ee mee cies iteiters cs) leh 9,493 6 
Private (including industrial)... 325 3,867 776 
PLODAT atest ans 7, 67,912? 6,766 


MIncluding Children’s, General, Women’s, Contagious Diseases, Con- 
valescent, Red Cross, Incurable, and Not Classified. Excluding Tuber- 
culosis Sanatoria and Mental Hospitals. 

2 Including 2,090 beds in 37 tuberculosis units in acute disease hospitals. 


Canada has relied principally on voluntary effort, 
through religious and lay bodies, for the development 
of hospital facilities. ‘Public’ hospitals in Canada 
include not only those administered directly by a public 
authority, but all those which are subsidized out of 
public funds and admit patients irrespective of financial 
status, race, religion or colour. 
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Reliance upon the voluntary hospital system, while 
it has many advantages, has led to a lack of coordinated 
planning to meet the hospital needs of all the people 
of Canada. As a result, some communities lack hospital 
facilities, while in others there may be duplication. Some 
areas have a surplus of private ward beds, and a shortage 
of public ward beds. Many rural areas are still without 
adequate hospital accommodation. 


HOSPITAL REQUIREMENTS 


A variety of factors affect the need for hospital 
accommodation generally, and for the particular type 
of facilities necessary to meet requirements in different 
parts of the country. The demand for hospital care is 
influenced by many variables, including the attitude of 
the public, economic status, the age distribution of the 
population, the birth and death rate, and the prevalence 
of disease. 


Accommodation for Special Types of Patients 


Hospital accommodation is badly needed for the 
incurable and chronically ill, for convalescents, senile 
patients and for patients with communicable diseases. 

As indicated in Table 21, there were only 21 hospitals 
with a total bed capacity of 3,627 to give care to the 
incurable and the chronically ill in all Canada in 1942. 
With the exception of a few large cities, most com- 
munities have no accommodation for such patients. 

With respect to convalescent patients, the situation 
is even worse. There are only 10 convalescent hospitals 
in Canada, with a total of 813 beds. There are no public 
convalescent hospitals in Prince Edward Island, Nova 
Scotia, New Brunswick, Saskatchewan, Alberta nor in 
British Columbia although some of these provinces have 
private nursing homes where convalescent patients are 
accommodated. 

More accommodation is urgently required for senile 
patients. Discharge of this type of patient from general 
hospitals is delayed because of the lack of facilities 
for care in the community. Most existing institutions 
for old people prefer inmates who can look after them- 
selves; most, too, depend entirely for their support on 
voluntary contributions. 


Shortage of accommodation for all these types of 
patients, and for the mentally ill, results in pressure 
upon general hospital facilities. More beds for the 
chronically ill, for convalescents and for senile patients 
in institutions adapted to their special needs would not 
only be better for the patients themselves, but would 
result in the liberation of many hospital beds for more 
acute patients. 

For patients suffering from contagious diseases, there 
are only 13 hospitals in all Canada, with a total capacity 
of 1,608 beds. A number of general hospitals have a few 
isolation rooms where such patients can be kept, but 
these are too few in number and frequently lack proper 
equipment for adequate isolation. 

Lack of facilities for such patients is due in part to 
the fact that intermittent patronage and the special care 
required make such provision costly; and possibly in 
part to the fact that responsibility for providing hospital 
facilities for contagious diseases has generally been 
placed upon the municipalities. 
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Although the need for general hospital accommoda- 
tion would be decreased through the provision of better 
facilities for care of special patients, additional general 
hospital beds are required in many sections of the 
country. 


Availability of Accommodation 


The availability of hospital accommodation is related 
to geographic and economic factors. The first of these 
involves the problem of bringing the hospital and the 
patient together, and the second is the problem of paying 
the cost of care. 


Bringing the Patient and Hospital Facilities Together 


Modern methods of communication and transporta- 
tion, together with the development of specialized treat- 
ment procedures necessitating care by trained personnel 
in well equipped hospitals, have led to a new conception 
of bringing the patient and the hospital facilities together. 
This involves the construction of hospitals in districts 
not adequately served in terms of their particular needs, 
the setting up of outposts for emergency and less com- 
plicated work, facilitation of the transportation of 
patients to hospitals through the improvement of roads 
and the extended use of airplanes. 

The extension of diagnostic facilities for both rural 
and urban areas, and the development of nursing pro- 
grammes are also directly related to the problem of 
bringing patients promptly to the hospital for care. 


MEETING THE COST OF CARE 


Costs of treatment in the relatively small number of 
private hospitals are met wholly through patients’ fees. 
In some of the smaller publicly-owned municipal hos- 
pitals, full hospital treatment is provided without direct 
charge to residents of the municipality, the costs being 
met out of tax funds. In other municipal hospitals, and 
in all the voluntary hospitals, patients are charged for 
service, and those who cannot afford to pay are given 
care in public wards, costs for their care usually being 
met by the province and municipality in which they are 
legally resident. In the case of indigent patients, a 
means-test is imposed by the hospital, or by the respon- 
sible municipality, or both. 

In addition to making per capita per diem grants for 
the treatment of patients, provincial and municipal 
governments also subsidize hospitals in a variety of ways, 
including tax exemptions, direct lump-sum grants, the 
payment of deficits and the guarantee of debentures. 

Apart from capital expenditures, provincial and muni- 
cipal contributions to operating revenue of Canadian 
hospitals amounted to more than $11,383,000 in 1943. 
At the same time, this was less than one-fifth of the 
total maintenance expenditures, which were met prin- 
cipally by contributions from paying patients. Expendi- 
ture of public (acute disease) hospitals in Canada is 
shown in Table 25, together with an analysis of sources 
of funds. 


TABLE 25—EXPENDITURE AND SOURCE OF FUNDS OF GENERAL PUBLIC (ACUTE DISEASE) HOSPITALS 1943 


(Sourcss: Institutional Statistics Branch, Dominion Bureau of Statistics, Unless Otherwise Noted) 


(thousands of dollars) 


Total 
Main- 
— tenance 
Expendi- | Province 
ture 
CANAD Aten neat seis etic eerie 59,319 4,929 
Prncesidward island ase 291 20 
INOVa Scotian .e et seen andes 2,584 287 3 
iNew Brunswick. seam onsen eieare 1,711 19 
Quebec Marea ce te ienc ecw Seabee eaee 15,547 1,3105 
Ontariog yoink ate ieee ce ee 19,739 820 
Manitobadten aarmst ayes, tcs po aie 3,498 356 
Saskatchewan wepuyat an co alaeeiaior eke 3,712 489 
Albertalaioe peineare «entice tie aati 4,700 544 
Britishs Columbiana: serene eiarne see 7,537 1,084 


1 Probably contains some amounts paid by municipal hospital districts. 


Source of Funds 


Other 
ve Net Earn- Total Special 
Municipa- Other ings from | Operating and Total 
lities Grants Patients! | Revenue | Capital Revenue 
Revenue? 
6,354 361 41,843 53,487 7,144 60,631 
4 8 228 260 41. 301 
83 10 1,814 2,1943 369 2, 5633 

1284 3 1,397 1,547 150 1,697 
1,520® 65 10,420 13,315 2,754 16,069 
1,858 39 14,754 17,471 1,870 19,341 
666 39 2,235 3,296 200 3,496 
8746 6 2,173 3,542 174 3,716 
3818 148 3,843 4,916 430 5,346 
840 43 4,979 6,946 1,156 8,102 


2 Includes provincial and municipal contributions for special and capital expenditures. 
3 Victoria General Hospital deficit of 112 as indicated in the Provincial Public Accounts has been added. 
‘ A municipal statistics report of the Department of Federal and Municipal Relations shows 274 as the cost to the cities, towns and counties, of 


hospitals other than those providing mental and tuberculosis care. 


5 After transferring 1,200 from province to municipalities since the latter pay their share of the cost to the province. 
6 After transferring 796 paid by municipalities for patients’ fees to ‘‘municipalities’’. 
7 As shown in the annual report of the Alberta Department of Public Health. These figures are on a somewhat different basis from those for 


other provinces. 


* Tax requisitions only. The municipalities probably made other payments for indigents and to meet hospital deficits the amount of which is not 


known. 


PROVINCIAL ORGANIZATION AND ARRANGEMENTS FOR CARE 


Hospital legislation and practice has developed along 
different lines in different parts of the country, so that 
there is a considerable degree of interprovincial varia- 
tion with respect to organization and arrangements for 
hospital care. This is described in the following sum- 
mary of provincial practice. 


Prince Edward Island—There is no Hospital Act 
in Prince Edward Island, and no per capita per diem 
payments are made by public authorities. The proy- 
ince, however, gives $6,000 annually to each of the two 
general hospitals in Charlottetown, and to the hospital 
in Summerside. The two other general hospitals in the 
province receive annual grants of $2,000 and $1,500 
respectively from the provincial government. 

Charlottetown makes annual grants of $1,500 to 
both of its general hospitals, and Summerside pays 
$600 annually to the hospital in that city. There are 
no convalescent hospitals in the province, and no hos- 
pital for communicable diseases. Incurable cases are 
given care in the Provincial Infirmary associated with 
the Faleonwood Mental Hospital. 


Nova Scotia—The provincial government contri- 
butes toward the cost of caring for all patients in 
Nova Scotia hospitals, while primary responsibility for 
the costs of indigent hospitalization rests with the muni- 
cipal authorities. 

Provincial aid is given to a hospital on condition 
that the municipality in which the institution is situated 
shall contribute at least $500 annually toward main- 
tenance costs. Other conditions for provincial aid in- 
clude the approval of plans and specifications, regular 
inspection by provincial hospital authorities, and the 
appointment of a representative to the governing board 
of the hospital. 

The provincial grants are made at the rate of 30 
cents per patient per diem for the first 5,000 days, until 
the amount to any one hospital equals $1,500. The rate 
is then reduced to 20 cents per patient per diem. 

Municipal grants vary from the minimum to a 
maximum of $2.00 per patient per diem. 

Nova Scotia hospital legislation includes a provision 
whereby the hospital may collect from the municipality 
in which the patient claims legal residence, leaving the 
municipal authority to recover the costs from the pa- 
tient, his family, or the municipality actually legally 
responsible. 

Nova Scotia maintains a general hospital under pro- 
vincial authority in the city of Halifax. 

No special provision for the care of contagious di- 
seases is made outside Halifax, and there is no hospital 
for the care of convalescents. This latter type of pa- 
tient, along with those who are incurably ill, may be 
given care as indigents in local poorhouses, or muni- 
cipal homes. 


New Brunswick—No per diem grants are made for 
patients in general hospitals in New Brunswick, aid 
from the province to the various institutions being given 
in the form of lump sum grants, which amount to some 
$20,000 annually.. Municipalities are responsible for 
all patients unable to pay for hospital maintenance. 
Fees for such cases are chargeable at the average per 
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diem cost for the current or immediately preceding year. 
In addition, a few municipalities make small grants 
to local hospitals. 

There is no convalescent hospital in the province, 
but care for indigent convalescent patients, and for the 
incurably ill, may be provided in local institutions for 
the poor. 


Quebec—Inspection of hospitals and administration 
of grants is under the direction of the Provincial Depart- 
ment of Health and Social Welfare. While municipal 
hospitals exist in Quebec, most institutions are operated 
by private bodies, usually religious orders. The cost 
of caring for indigent patients is met through equal con- 
tributions by the province, the responsible municipality, 
and the hospital authority. These grants, made in 
accordance with the Public Charities Act, are given on 
a sliding scale for each type of hospital, according to 
the care provided for patients. 

General hospitals receive grants varying from $1.00 
to $1.50 per patient per day from both the province and 
the municipality in which the indigent person is domi- 
ciled. These hospitals are paid the highest rate for 
their respective classes for all hospitalization not ex- 
ceeding one hundred days, and a lower rate for each 
additional day. 

Convalescent hospitals receive grants of 67 cents 
from both the province and the municipality for the 
first 50 days for each patient, 50 subsequent days being 
paid for at 50 cents a day. 

Grants for incurables are at a daily rate of 75 cents 
during medical treatment, 50 cents a day being paid 
by the province and by the municipality for each pa- 
tient cared for as a chronic case. 

For the confinement of indigent unmarried mothers 
in maternity hospitals, the provincial and municipal 
authorities each contribute $1.00 per patient per day 
for 20 days. Children’s hospitals and créches receive 
grants from both governments varying from $1.00 (in 
the case of special surgical treatment) to 30 cents, while 
grants to hospitals for infirm children are at the rate 
of 50 cents a day. 

Indigent patients in hospitals for contagious diseases 
are paid for on the basis of $1.50 a day from both pro- 
vincial and municipal governments. 

Hospitals which specialize receive grants for indi- 
gent patients at the rate of $1.50 per day for the first 
60 days, $1.00 for the 60 days following, and 67 cents 
for the balance of the patient’s stay, equal grants being 
made in each case by the province and by the respons- 
ible municipality. 


Ontario—General hospitals, convalescent hospitals 
and hospitals for incurables are administered in Ontario 
by voluntary or local public authorities under the super- 
vision of the Hospital Branch of the Provincial Depart- 
ment of Health. 

The province pays 75 cents per diem for the first 
60 days’ treatment of an indigent patient in a general 
hospital, and 50 cents daily thereafter. The municipal 
rate for indigents is fixed by statute at $2.25 a day. 

An Order in Council, effective January 1, 1945, pro- 
vides for an increase of 15 cents a day in the provincial 
grant when the municipality concerned has agreed to 
pay 25 cents a day voluntarily for indigents, in addition 
to the statutory rate. 
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Grants for indigent patients in general hospitals from 
districts without municipal organization are made by 
the province at the rate of $2.75 per patient per diem. 

In cases of indigency, care of newborn babies in 
general hospitals is paid for by the province at the rate 
of 30 cents a day for 14 days, the municipal grant being 
fixed at 60 cents a day. Cases from unorganized terri- 
tory are paid for by the province at the rate of $1.00 
a day for 14 days. 

Grants for indigent patients in convalescent hos- 
pitals are made by the province at the rate of 40 cents 
a day, while municipalities pay $1.25 per patient per 
day for their residents. The province pays $1.65 for 
residents of unorganized districts. 

Hospitals for incurables receive per patient per diem 
payments of 50 cents from the province and $1.50 from 
the municipality responsible. 


Manitoba—Hospital grants given through the Hos- 
pitals Division of the Manitoba Department of Health 
and Public Welfare are conditional on a minimum 
capacity of fifteen beds. Grants are paid by the prov- 
ince at the rate of 50 cents per patient per diem for 
public ward patients, the municipal grant being set at 
the average cost of public ward care for the preceding 
year, provided the sum does not exceed $2 per diem. 
For newborn babies born in hospitals, the province 
pays 25 cents a day and municipalities $1. 

Municipalities are required, after three weeks’ 
written notice, to pay $2 per patient per diem for the 
care of indigent incurables and cases unsuitable for 
hospital treatment. 


Saskatchewan—Provincial grants to hospitals in 
Saskatchewan are made for every patient through the 
Provincial Health Department. Hospitals are graded, 
and per diem grants vary from 30 cents to 50 cents per 
patient. 

Municipalities are required to pay $2.50 per diem for 
indigents admitted at the request of the municipality, 
or, in cases of emergency, without request. 

Provision is also made for payment of grants under 
the Health Services Act, directly to hospitals or to 
municipalities responsible for health services. Munici- 
palities are empowered, under the various municipal 
Acts, to take over, purchase or maintain hospitals, and 
to arrange for treatment of patients at municipal 
expense. 


Alberta—Hospital grants, administered in Alberta 
under the superintendent of municipal hospitals in the 
provincial Department of Health, are paid for all pa- 
tients at the rate of 45 cents a day for 120 days, certain 
exceptions being allowed as to length of stay at pro- 
vincial expense. Two hospitals receive a contract 
grant of 90 cents per patient per diem for orthopzedic 
and other long treatment cases. 

Municipalities pay the public ward charge for indi- 
gent patients up to a statutory maximum but make no 
statutory grants for all patients comparable to those 
made by the province. 


British Columbia—Grants, administered by the 
Provincial Board of Health, are made in British 
Columbia to hospitals complying with the Hospitals Act. 
Aid to hospitals takes the form of per capita grants 
based on a graded schedule varying from 70 cents to 
$1.25 per day. 

The grant is paid in respect to all patients, whether 
indigent or not, and hospitals receiving such grants may 


not refuse to admit any patients on account of their 
indigent circumstances. The municipal grant is set at 
70 cents per day for the treatment of all patients who 
are legally resident in the municipality. 

SOURCES: 


Brief of the Canadian Hospital Council to the House of 
Commons Special Committee on Social Security, April 9, 
1943 


Provincial Departments of Health. 
Dominion Bureau of Statistics. 


8. SPECIAL SERVICES 


PROFESSIONAL TRAINING, Puptic HeattH RESEARCH, 
CRIPPLED CHILDREN AND CIvILIAN BLIND 


PROFESSIONAL TRAINING 


In their submissions to the Select Committee on 
Social Security of the House of Commons and to the 
Advisory Committee on Health Insurance many of the 
professional groups have pointed out the lack of, and the 
need for, trained personnel in the extension of public 
health services and for the introduction of health 
insurance. 

In a statement of the supply and distribution of 
physicians in Canada (estimate as at July, 1945) the 
Canadian Medical Procurement and Assignment Board 
has supplied factual data on this subject. 


General Trend—The number of physicians in Can- 
ada slightly more than doubled in the forty years from 
1901 to 1941. While this was a substantial increase, 


‘the supply of physicians barely kept pace with the 


growth of the population. 

Table 26 relates the growth of population to the in- 
crease in physicians in Canada for the census years 
1901 to 1941. The physician and population figures 
for 1941 include both civilian and armed forces. 


TABLE 26—PHYSICIANS AND POPULATION IN CANADA— 
CENSUS YEARS 1901 TO 1941 


Population | Physicians 
Year Physicians! | Population per per 1000 

Physician | Population 
190] ceeeee 5,475 5,823 , 967 972 1-03 
MOM od 5 0 « 7,411 7,191,624 970 1-03 
OPAL eon 6 - 8,706 8,775 , 804 1,008 0-99 
193 eee 10,020 | 10,862,833 1,034 0-97 
1941 ce. oe 11,489? | 11,489,713? 1,000 1-00 


t Excluding retired physicians. 

2 Including both civilian and armed forces. 

It will be noted that remarkably little change oc- 
curred in the population-physician ratios during this 
forty-year period. The fact that a population-physician 
ratio is now the same or different from what it was 
twenty or thirty years ago is only one indication. It 
must be considered along with other factors. For in- 
stance, transportation facilities are now much improved 
and a physician can accomplish much more in any area 
now than formerly. On the other hand, utilization of 
and demand for medical care is greater now than it 
was twenty years ago. 


National Health Survey, March, 1943—The supply 
of Canadian physicians was surveyed in March, 1943, 
by the Canadian Medical Procurement and Assignment 
Board. In the Report of that survey, 12,245 physicians © 


were recorded, of whom 3,006 were serving in the armed 
forces, and 9,239 were in civilian life in Canada. The 
9,239 civilian physicians included 8,624 active and 615 
retired physicians. 


Supply of Physicians, July, 1945—A survey of the 
supply of physicians has been made from the records of 
the Canadian Medical Procurement and Assignment 
Board in July, 1945. This survey indicated a total of 
13,275 Canadian physicians, which included 8,843 active 
and 578 retired civilian physicians, and 3,854 medical 
officers in the three armed forces. 


Net Increase of Civilian Physicians since March, 
1948—There has been a net increase of 219 active 
physicians in ‘civilian medical services from March, 
1943, to July, 1945. This increase of active civilian 
physicians is over and above the loss of active physicians 
through deaths, retirement, emigration, etc. It may be 
accounted for principally by medical graduates who 
did not enlist in the armed forces, medical officers struck 
‘off strength from the three armed forces who returned 
to civilian practice and medical officers in the armed 
services who have been seconded to meet urgent civilian 
needs. me | 

It is estimated that as high as 15 per cent of medical 
graduates since March, 1943, have not entered the armed 
services. For example of the 521 medical graduates 
from Canadian universities in 1944, 109 had not enlisted 
as privates under the Army enlistment plan for medical 
students. This number included, for the most part, 
students of low medical category, female medical stud- 
ents and foreign-born students. It is considered that a 
large percentage of those who did not so enlist are pro- 
viding civilian medical services in Canada. 

The armed services have struck off strength upwards 
of 500 medical officers since March, 1943. While some 
of these medical officers are now retired or physically 
unable to carry on civilian practice, a large proportion 
have returned to civilian medical employment. For 
instance, in 1944, the R.C.A.M.C. in Canada struck off 
strength 168 medical officers and a check of these re- 
vealed that upwards to 90 per cent are now employed 
in the medical profession as civilians. 

Since March, 1943, the civilian supply of physicians 
has been supplemented by medical officers seconded from 
the armed services. Under Order in Council 75/2247, 
dated April, 1945, 32 medical officers in the armed 
services are presently seconded to civilian communities 
and institutions, urgently in need of medical services. 


Future Supply of Physictans—The future supply of 
physicians in Canada will be determined by a number 
of factors including the output of medical schools, immi- 
gration and emigration, the repatriation of foreign-born 
students, deaths and retirements. 


Output of Canadian Medical Faculties—The supply 
of physicians in Canada is primarily dependent upon 
the facilities in the country for educating and training 
physicians. At the present time there are nine medical 
faculties from which doctors are graduated. 

The National Health Survey reviewed the trend of 
the output of these medical schools over the past twenty- 
five years. An average of 526 students graduated 
annually from these nine medical schools during the 
twenty-year period 1925 to 1944, while in the four-year 
period 1936 to 1939 an average of 491 students gradu- 
ated annually. 
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Table 27 provides information on the number of 
graduates in the years 1940 to 1947. Figures for 1945, 
46, and 47 are estimates. 


TABLE 27—NUMBER OF GRADUATES OF CANADIAN 
MEDICAL FACULTIES, 1940-1947 


University | 1940 | 1941 | 1942] 1943] 1944 | 19451) 19461) 1947! 
Alberta..... 35 | 37 | 46] 69 37 33 40 = 
Dalhousie...| 35} 42 | 42] 73 32 43 ae 28 
Teasvial essretaeys 2OF ele Od hel Ol 54 65 | 100 90 
Manitoba...| 45 | 62) 54] 51 59 | 110 62 _— 
ici ieee LG 2S SOneeoon Lol OZ On a 108 
Montreal....| 48] 53] 51 | 1038 48 56 47 78 
Queen’s..... 58 | 44] 39) 93 40 44 40 46 
Toronto....| 188 | 188 | 114 | 209 | 125) 118 | 1384 128 
Westerman i 20 leno0) | a0. | mol 34 33 37 36 
TOTAL....| 599 | 543 | 538 | 951 | 521 | 603] 460 514 


1 Hstimated number of graduates. 


A comparison of the average output for the four 
pre-war years (491 students annually) with the average 
output of the war years, 1940 to 1945 (626 graduates 
annually) indicates the increase in the output of medical 
students during the war years. 

The introduction of accelerated time-tables by 
medical schools resulted in a substantial increase in 
medical graduates in 1943. The accelerated programme 
did not mean an increase in the number of students en- 
rolled in medical schools. Approximately the same 
number of medical students were trained under this 
programme as formerly, but they were trained in a 
shorter period of time. 

While the accelerated programme increased the supply 
of physicians temporarily by speeding up the training 
through the reduction of vacation periods, the addi- 
tional number of graduates gained under the plan will 
be lost within the next few years. Various medical 
schools will have a year when there will be no graduat- 
ing class. For instance, there will be no medical gradu- 
ates from Dalhousie and McGill Universities in 1946, 
while in 1947 Alberta and Manitoba Medical Faculties 
will have no graduates. 

While there has been a substantial rise in the out- 
put of physicians in Canada during the six-year period 
1940 to 1945 (an average of 626 annually), there will 
be a reduction in this level of output in 1946 and 1947 
(460 graduates in 1946, 514 graduates in 1947 or an 
average of 487 annually). 

The R.C.A.M.C. enlistment plan was modified on 
January 1, 1945. At that date further enlistments under 
the plan were discontinued. However, in view of the 
fact that the total period of enlistment under this plan 
may be twenty-eight months, there was a substantial 
number of medical students and internes enlisted prior 
to that time. 

Approximately 854 medical students were enlisted 
as privates in the R.C.A.M.C. enlistment plan as at 
June 30, 1945. This includes 199 who will have com- 
pleted their interneship and training at medical school in 
the last six months of 1945, 498 who will be available 
in 1946 and 157 who will be available in 1947. 
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It will be noted in Table 27 that there will be 460 
graduates in 1946, while 498 will be available for com- 
missioning in that year. The difference between these 
two figures is caused by the fact that the type of interne- 
ship varies for medical graduates in different medical 
schools. Some interneships are under-graduate and some 
post-graduate. The 498 figure includes some 1945 gradu- 
ates and some 1946 graduates. 


Medical Officers in the Armed Forces—As at June 
30, 1945, there were 3,854 medical officers serving in the 
Canadian armed forces. This number included 406 
medical officers in the Navy, 2,748 in the Army, and 700 
in the Air Force. 

The physicians in the armed services make up a 
large reservoir of trained medical manpower which will 
be released for re-employment in civilian medical ser- 
vices as the exigencies of the three armed services per- 
mit. Numerically this supply of physicians is roughly 
equivalent to the output of Canadian‘ medical schools 
for seven years. 


Deaths of Physicians—The number of physicians in 
Canada is reduced each year by deaths. There was an 
average of 220-4 deaths of physicians annually in the 
five-year period 1939 to 1943. Table 28 provides infor- 
mation on deaths of Canadian physicians by age groups 
for the years 1926 to 1948 inclusive. This supplements 
the information provided in the National Health Survey 
which set forth this data for the years 1926 to 1940. 


TABLE 28—DEATHS OF PHYSICIANS BY AGE GROUP— 
1926 TO 1943 


(Source: Figures supplied by Dominion Bureau of Statistics) 


75 
20-24 | 25-34 | 35-44 | 45-54 | 55-64 | 65-74 |and over} Total 


Year 
1926,...) — 7 PAI 32 41 34 24 159 
192743501) —— 14 12 18 45 39 23 151 
1928....) — 10 14 35 43 35 43 180 
1929....} — 2 12 32 40 66 35 187 
TEST), aE 1 11 12 32 41 39 37 173 
19381....) — 8 15 41 44 44 29 181 
1932....) — 8 11 22 43 54 39 177 
1933....) — if 14 21 42 56 44 184 
1934.... 1 Uf 8 18 59 61 39 193 
1935....) — 12 10 28 61 57 45 213 
1936....] — 6 9 17 56 48 46 182 
1937....} — 8 13 32 50 46 54 203 
1938....) — 5 12 27 63 66 53 226 
1939....) — 8 12 22 66 64 43 215 
1940....) — 2 14 31 47 72 62 228 
1941....) — 4 16 25 46 72 67 230 
1942....] — 4 19 20 59 72 43 217 
1943....} — 6 11 32 50 64 49 212 


Immigration and Emigration—The National Health 
Survey estimated the loss of trained medical personnel 
in pre-war years through the repatriation of foreign- 
born students to be between 5 and 10 per cent of the 
output of Canadian medical schools. The number of 
foreign-born medical students varies from one medical 
school to another. A large proportion of these medical 
students return to their own country after graduation. 
The number of these students has been slightly lower 
during the war years than in pre-war years. 


The National Health Survey pointed out that there 
is a considerable amount of emigration of Canadian 
physicians, principally recent graduates from medical 
schools. The number of medical immigrants has always 
been below the number of physicians emigrating. 
Accordingly, in pre-war years, there was a drift of 
physicians away from Canada. While no precise figures 
were available, the National Health Survey estimated 
loss by emigration to be the equivalent of not less than 
10 per cent of medical school output. 

The application of labour exit permit control in 
October, 1942, for the purpose of prohibiting persons 
essential to the war effort, from leaving Canada, checked 
the loss of physicians through emigration. Since that 
time movement of physicians into and out of Canada 
has been small. However, if the experience of pre-war 
years is repeated in the post-war years there will be a 
considerable loss of physicians through emigration. 


Retirements—The National Health Survey of March, 
1943, recorded 615 retired physicians (or 6:6 per cent 
of the 9,239 civilian physicians, including 10 physicians 
in Northwest Territories). Records available for July, 
1945, show 578 retired physicians (6-1 per cent of the 
9,421 civilian physicians). It would appear that very 
little change has taken place in the size of the retired 
group. 

There is a wide variation by provinces in the average 
number of square miles to be served by each physician. 

The following figures are illustrative of the situation 
in July, 1945: 

Square miles 
per physician 


IPrincem Howards sland mises seen eee 39 
IN GVA ESCOLA mtn erste, see see ae ee 54 
CONTATIONN eRe: Siete en sae a ecieteeee 108 
Newry Brunswicktnee sc. 4 sce ae ee eee 127 
Qhuebectheccr cee hs core ee eee ee 169 
Manito baie ascetics corer ean 468 
Britisha@oluimbiaaeeceime nate eee nie 510 
tA Dertayey Mey dent scaientes cineca eras 529 
Naskatchewanterayissc asic cock aa ye ea eeion 573 


Details and tabular material as to the distribution 
of physicians by province, county, district or census 
division, and by cities and towns are to be found in the 
report. 


PUBLIC HEALTH RESEARCH 


Public Health Research in the main has been 
neglected in Canada. Very few provinces have been in 
a position to pay much attention to the subject and very 
little was carried on by the Department of Pensions 
and National Health. Many of the submissions to the 
Government have pointed out the need for a compre- 
hensive programme of research in regard to public health 
problems and particularly for field studies in public 
health. uo | 

The high mortality rates of certain diseases indicate 
that there are many health problems that require to be 
investigated in order that active steps may be taken 
for their solution. Some of these problems are interpro- 
vincial and international in nature and the provinces 
have no jurisdiction or means to study them without 
assistance and proper coordination. Noteworthy among 
these problems are maternal and infant mortality, sili- 


cosis, Rocky Mountain spotted fever, sylvatic plague, 
tularemia, encephalitis, poliomyelitis, trichinosis and 
others. Unless the Dominion assumes some responsibility 
for providing the means to investigate these problems 
they will remain uncontrolled and present an ever present 
danger. 

The Social Security Act of the United States provides 
an annual appropriation of $2 million for research 
activities to the United States Public Health Service for 
the expense of cooperation with the States in this con- 
nection. It is stated that the need in Canada is as great 
as in the United States and that as diseases and dis- 
abilities are not confined to local areas the Dominion 
should provide some leadership and funds in the field. 


In a submission to the Committee on Social Security 
on May 21, 1943, the Canadian Public Health Association 
stressed the need for more adequate provision for medical 
research in Canada as follows: 


“THE IMPORTANCE OF MEDICAL RESEARCH 
TO HEALTH INSURANCE” 


“When health insurance was introduced in Great Britain 
in 1911 provision was made that a small part of each con- 
tributor’s annual payment should constitute a fund for the 
advancement of medical research. As a result of this fore- 
sighted provision the Medical Research Council of Great 
Britain was established, the National Institute for Medical 
Research organized, and great progress made in medical 
research in the British Isles. As the years have passed, 
additional funds have been made available, which is ample 
evidence of the recognition of the value of this investment. 

Little provision is made by the Dominion Government 
to further medical research in the universities and hospitals 
in Canada, apart from limited funds made available during 
the past few years through the National Research Council of 
Canada. The work of the Associate Committee on Medical 
‘Research organized in the National Research Council just 
prior to the war, has demonstrated the importance of leader- 
ship in this field, as well as the need for greatly increased 
funds to support research. It will indeed be a most serious 
loss if in the provisions of national health insurance, no 
provision is made for medical research in Canada. Only by 
advances in our knowledge can more effective treatment and 
prevention be accomplished and health insurance be made 
economically possible and effective in its objective of better 
health for the people of Canada.” 


CRIPPLED CHILDREN 


The Director of Public Health Services of the De- 
partment of National Health and Welfare, in December, 
1944, estimated that there was a total of 50,000 children 
in Canada suffering from crippling conditions. 

The Manitoba Department of Health has begun a 
registration of crippled children and found that one 
per thousand is crippled. There are, in that province, 
a total of 734 children for whom remedial action would 
- bring beneficial results. 

The provinces, generally, have not made a great deal 
of provision for the care and training of crippled children. 
This has been left to the interest of voluntary organiza- 
tions almost entirely. Opportunities for care and train- 
ing for a child who has had the misfortune to be crippled 
are provided in some provinces. However, there is no 
part of Canada in which the facilities for crippled child- 
ren’s work are completely satisfactory. 
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A crippled children’s programme for Canada has been 
suggested, to comprise a number of services which may 
be briefly visualized as follows: 


1. The determination of the extent of the problem 
through surveys conducted by provincial departments 
and organizations interested in locating crippled children 
and, in particular, those living in rural areas. In this 
respect the establishment of a recording and reporting 
system would be of value. 


2. The provision of clinics in cooperation with pro- 
vincial and municipal officers, doctors, nurses, hospitals 
and parents. For this purpose the provision of free 
transportation and free appliances would prove of value. 


3. The promotion of a campaign to provide for 
education of the physically handicapped, including in- 
struction in the home and in open air camps, would help 
in the solution of the problem. 


4. Cooperation with schools, training agencies, local 
groups and rehabilitation services to provide vocational 
training, including funds for transportation, board and 
room, equipment and appliances while undergoing such 
training, would be of material help. 


5. Job placement with the assistance of employment 
services, rehabilitation services, training agencies and 
employers and local groups for the placement of the 
physically handicapped is of extreme importance. Pro- 
vision should be made to arrange for sheltered work- 
shops and for shut-ins. 


6. A Directory of Services for Crippled Children 
listing all agencies and organizations ‘rendering service 
to the crippled, together with a description of such ser- 
vice, should be created. 

The Canadian Council for Crippled Children was 
organized in 1937 to act as a unifying national link 
between organizations actively engaged in the care of 
crippled children. 

There are private organizations responsible for co- 
ordinating the work for crippled children in six of the 
provinces. At July 1, 1943, there were hospitals in 
seven provinces possessing facilities for the treatment 
of orthopedic cases. The distribution of these was: 


Private Hospital 

= Organi- Treatment 

zations Facilities 
Prince Edward Island....... 1 = 
INOVarSCOLIa sande aes aw easier 1 1 
New Brunswick ............ 1 es 
Quebeenis, sctaaciestmee eatere tos j 8 
Ontariowtecsseaue es sae oe 1 14 
Manitoba can mane seine - 5 
Saskatchewan’ .............. 6 
Albentairscstes culos aden. sa code 2 
British Columbia .......... - 9) 


Financial Assistance for Care of Crippled Children 


Prince Edward Island—Red Cross Society under- 
take financial responsibility for indigent cases. 


Quebec—Indigent cases are admitted to hospital 
under the Quebec Public Charities Act. 
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Ontario—The municipality of residence pays $1.75 
and the Provincial Government pays 60 cents per day for 
indigent cases. Local service clubs frequently pay hos- 
pitalization charges. 


Mamtoba—Shriners’ Hospital accepts patients free 
of charge. Others are paid by provincial and muni- 
cipal grants. 


Saskatchewan—Municipality of residence, Red Cross 
and Shriners’ Hospital of Winnipeg accept payment for 
indigent cases. 


Alberta—The Province of Alberta pays for public 
charges. Cases admitted to the Junior Red Cross 
Crippled Children’s Hospital are paid for by the Red 
Cross. 


British Columbia—Per diem grant of 70 cents from 
Provincial Government up to 300 days; municipal 
per diem grant in certain instances. In the Crippled 
Children’s Hospital, payment is maintained by Van- 
couver Welfare Federation. 


CIVILIAN BLIND IN CANADA 


The number of known blind in Canada, of all ages, 
totals 12,344 representing those registered with the 
Canadian National Institute for the Blind and those 
on Pension to the Blind. Apart from these, there is a 
very large group comprising those with loss of vision 
in one eye, or with some progressive type of eye disease, 
who do not as yet come within the definition of blind- 
ness as stated in the Act, together with some who have 
not made their condition known and whose names have 
not been brought forward. ‘The definition of blindness 
is contained in the Dominion Old Age Pensions Act, 
and the principles to be applied in determining such con- 
ditions are found in Regulation 41 of the Regulations 
made pursuant to the Act. Section 42 of the Act states: 


“An application for a pension in respect of blindness 

may be made at any time after the proposed pen- 

sioner has reached the age of thirty-nine years and 
nine months”. 

In Table 29 the total number of blind is given ac- 
cording to’ age groups comparable with those in the 
Beveridge Report. The greater discreparicies in groups 
2, 3, 4 and 5 are probably due to the more stringent 
definition of blindness used in England as compared 
with Canada. 


TABLE 29—THE BLIND IN CANADA, JANUARY, 1943 
BY AGE GROUPS 


% of total 
% of total] England 

Age Group be Canada (Beveridge 

report) 

I UIndenonycarss eens 13 0-11 0-3 
2c LOrlD) VeaTS ner eae 314 2-54 1-9 
3. J6 to 39 years... 2. .o0ee 1,977 16-02 12-5 
4. 40 to 49 years.......... 1,441 11-67 10-2 
5. 50 to 69 years.......... Dalits 41-94 38-8 
6. 70 years and over....... Smee, 27-72 36-3 
eL Ogle par Pere te 12,3441 100-00 100-0 


1 Males 7,118, females 5,226. 


Of those shown above who are 40 years of age and 
over, 6,886 are pensioned under the Act. Their dis- 
tribution by provinces is given in Table 30. 


TABLE 380—DISTRIBUTION OF BLIND BY PROVINCES, 
JANUARY, 1943 


Rate per 
1,000 
Population Number] popula- | Not 
1941 Province on tion eligible 
Census Pension | (Pen- 
sioners) 
11,404,548 | Canada................ 6,386 | 0-56 2,185 
93,919 | Prince Edward Island... 113 1-20 - 33 
573,190 | Nova Scotia............ 621 1-08 179 
453,377 | New Brunswick......... 755 1-67 640 
3,O19)640) (Quebec: a. sh.ue ee ae 2,118 | 0-64 871 
Bp Milo (oar || COMUNE 6 oh oacuccuesac 1,516 | 0-40 261 
(Az AAA WianibOobsin, sok eee 373 | 0-52 32 
887,747 | Saskatchewan........... 320 0-36 37 
(88393. TAIDELUaH icc Sakae 238 | 0-30 18 
809,203 | British Columbia........ 332 | 0-41 64 


Note—The higher ratio of blind per 1,000 population in the 
Eastern Provinces may be due to the fact that they are the oldest 
settled parts of Canada, from which many young people have 
migrated West and to the United States. 


From Table 80 it is seen that as of January 1, 1943, 
there were 6,386 pensioners representing, at $240 per 
annum, a total expenditure for the previous year of 
$1,532,640, the cost being distributed on the ratio of 75 
per cent to 25 per cent between Federal and provincial 
governments. : 

There are also 2,135 who have applied for pension 
but were found to be “not eligible” because they are 
not sufficiently blind to qualify. Most of them will 
qualify within a few years, representing a possible 
further annual expenditure of $512,400 quite apart from 
the usual increase. It is among such applicants that 
treatment would be most. beneficial. 

Although the blind are grouped under the Old Age 
Pensions Act, the financial commitment is in no way 
similar since some of the blind pensioners may receive 
financial aid for thirty or forty years. Prevention of 
blindness becomes therefore a first essential, with treat- 
ment and care second, and finally careful pre-pension 
selection. Under the Old Age Pensions Act dealing with 
the blind there is no provision for either treatment or 
prevention and consequently there are many drawing 
pensions who could be removed from the rolls by ade- 
quate treatment. Starting in 1942 information on this 
aspect was collected on 534 applications: 


APPROVED FOR PENSION—356 
Number of cases where treatment might 
DESLOLEsUSetUl VISION ee eee eee 129 or 36% 
No treatment recommended ............... 227 or 64% 


NOT YET ELIGIBLE—178 
Number of cases where treatment would 
prevent or delay blindness ............. 124 or 70% 
No treatment recommended ............... 54 or 30% 


Thus 30 per cent of those awarded pensions were at the 
time of the award considered curable to the point of 
restoring useful vision by treatment. Seventy per cent 
of the group not yet eligible could have their blindness 
delayed or its possibility removed by proper care. 


Health departments are already deeply involved in 
the prevention of blindness, even though their legislation 
was not planned primarily for that reason, except in the 
instance of preventive drops for ophthalmia neonatorum. 
The other endeavours that are preventive in character 
are: venereal disease control, the distribution of Insulin 
to those unable to pay, prevention and control of tuber- 
culosis, nutrition measures, control of all types of in- 
fectious diseases, school medical inspection and the pro- 
vision of sight-saving classes, and accident prevention. 


It may be desirable to place the whole problem of 
blindness, both prevention and treatment, in the hands 
of the departments of public health. Not with the ex- 
pectation that they would maintain treatment centres 
but that they should undertake to provide direction, 
probably under some pre-arranged plan of payment in 
order that those who could be helped by treatment should 
not go without because of technicalities and eventually 
become a total charge on the State. 


At the present time there is no arrangement whereby 
the Provincial Old Age Pensions authority may provide 
treatment to restore sight where it is thought possible 
by the oculist, or to apply treatment for those with 
failing vision who may become a total charge on the 
State if left untreated. 


Payment of pensions to blind persons is limited by 
the Act to people who have reached the age of forty 
years. The young person with the aid of treatment might 
become self-supporting while experience has shown that 
if nothing is attempted until the blind are past middle 
life very little can be done from the standpoint of re- 
habilitation largely because of lost initiative and vigour. 

It is considered sound that pensions should be linked 
with treatment and training and given only when the 
other two fail, and that the age limit should be lowered 
to twenty-one years or even less, considering that the 
blind or partially sighted have either no or a greatly 
reduced earning capacity until trained. 

The employability of the 1,631 registered blind be- 
tween ages of 20 and 40 years as provided by the Can- 
adian National Institute for the Blind, is as follows: 


Blu enmales.: employed sass oe «leis levers eure stacks 400 
i TorhaneNlse Fevoayall(eniee stsac ae rina oor 468 
x Cae unemployable £0.62. 2 ikeseon sk 153 
Blind females, single, employed .............. 150 
a & “partially employed ..... 230 
us i unemployable ........+ 67 
Blind females, married, employed ............ 15 
s is “partially employed .... 124 

@ @ ~ sunemployabhe, . sca 24 1,631 

Unemployable group includes: 

(Unemployabley miential W. 2csdeuniss oaees 142 

“4 OGTR: Ae atee ce Soe estes Ss 102 244 


The above indicates the high employability of the 
blind between the ages of 20 and 40. 
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Much is now understood concerning the causes, pre- 
vention and treatment of blindness. What remains is 
the integration and application of this knowledge under 
the proper department of government. 


SOURCES: a” : ‘ 
“Supply and Distribution of Physicians in Canada”, Canadian 
Medical Procurement and Assignment Board, Ottawa, 
1945. 


Report of the Advisory Committee on Health Insurance. 


Minutes of Proceedings and Evidence, the Special Com- 
mittee on Social Security. 


“The Blind in Canada”, F. 8. Burke, M.D. 


9. HEALTH INSURANCE 


Health Insurance is simply a plan to assure that a 


person’s medical care is not limited by his or her financial 


resources and the pooling of costs resulting from the plan. 
When it is operated as a government or state measure 
it usually implies compulsory payments by or on behalf 
of the persons in the class or area covered. The pay- 
ments may be in the form of specified contributions, a 
special tax, general taxation or a combination of two or 
all of these forms. 

Movements in the direction of modern state health 
insurance plans appeared towards the middle and latter 
part of the 19th century in Western and Central Europe 
where the existing voluntary institutions were used as 
the basis of organization. The voluntary institutions 
were self governing mutual benefit societies the mem- 
bership of which was drawn in varying degrees of cover- 
age from workers in particular occupations or under- 
takings or irrespective thereof in a particular locality. 

A compulsory system of health insurance covering 
all employed persons aged 16 to 65, with the exception 
of non-manual workers whose annual remuneration ex- 
ceeded £160, and certain casual and unpaid workers 
went into effect in Great Britain and Ireland in 1912 
following the passage of the National Insurance Act 
of 1911. The Act has been frequently amended since 
that time and in 1938 the scope was extended to cover 
all young persons over the school leaving age who be- 
come insurably employed. In 1919 the salary limit for 
non-manual workers was raised to £250 and in 1941 to 
£420. The care of a general practitioner acting as 
family doctor, the medicines prescribed by him, and 
certain appliances are available free of charge to these 
employees, but not to their dependents. Proposals for 
comprehensive medical care service available to every- 
one, irrespective of means, age, sex or occupation, were 
embodied in a White Paper presented to Parliament 
by the Government, for the purposes of discussion, in 
February, 1944. The principles of the plan were sub- 
sequently debated, but they have not yet been imple- 
mented through legislation. 

Under New Zealand’s Social Security Act which 
went into effect on April 1, 1939, coverage is. general 
but at the outset health benefits were limited in char- 
acter. Maternity benefits were provided first and at 
present medical services, hospital, pharmaceutical and 
certain supplementary benefits (X-ray, massage, etc.) 
are provided. 

In Canada the many aspects of health insurance have 
been subjects of serious study and discussion over a 
period of at least thirty years by national and regional 
organizations such as labour groups, agricultural groups, 
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women’s organizations (rural and urban), medical asso- 
ciations, health officers and others interested in public 
welfare. As under the provisions of the British North 
America Act, health insurance is considered to be 
primarily a responsibility of the provinces it is perhaps 
natural that the first active step towards the institution 
of a government health insurance plan should have been 
taken by a province. In 1919 British Columbia appointed 
a Royal Commission to investigate the subject. Another 
Royal Commission to study health insurance and mater- 
nity benefits was appointed in 1929; as a result of the 
reports of these Commissions a health insurance Act was 
passed in 1936 but did not go into effect. 

In Alberta as a result of the reports of Committees 
appointed in 1928 and 1932 a Health Insurance Bill was 
introduced and passed by the Legislature in 1935 but 
has not gone into effect. 

Legislation in Saskatchewan as early as 1919 and in 
Manitoba in 1920 enabled rural municipalities, and to a 
limited extent the towns and villages, to provide medical 
care and to spread the cost over the areas in which the 
service was given. This enabling legislation, commonly 
called “The Municipal Doctor Plan” was put into effect 
in a considerable number of rural areas in these 
provinces. 

There has been considerable development in Canada 
in the provision of prepaid hospital care and ancillary 
services through group hospital plans. Some of these are 
purely local in character, while others such as the “Blue 
Cross” hospital plan cover wide areas. The costs of 
service under this plan for standard ward care are 50 
cents per month for single persons and $1 per month for 
a family unit, including only children under sixteen. 
These have been in existence for over thirty years. Most 
of them are limited as to the amount of services and 
include conditions as to the length of time during which 
such services are provided. 


DOMINION 


The question of Health Insurance for the Canadian 
people has been discussed on a number of occasions in 
the Parliament of Canada. On March 21, 1928, the 
House of Commons adopted a motion: 

“That, in the opinion of this House, the Select 
Standing Committee on Industrial and International 
Relations be authorized to investigate and report on 
insurance against unemployment, sickness and 
invalidity.” 

On May 1, 1929, this Committee in its second report 
made the following recommendations: 

“(a) That with regard to sickness insurance, the 

Department of Pensions and National Health 
be requested to initiate a comprehensive survey 
of the field of public health, with special ref- 
erence to a national health programme. In 
this, it is believed that it would be possible to 
secure the cooperation of the provincial and 
municipal health departments, as well as the 
organized profession. 
That in the forthcoming census, provision 
should be made for the securing of the fullest 
pessible data regarding the extent of unemploy- 
ment and sickness, and that this should be com- 
piled and published at as early a date as 
possible.” 


The Dominion Council of Health in May, 1932, 
passed a resolution urging that the recommendation con- 
tained in clause (a) be implemented. 

On June 6, 1935, the Dominion Government. passed 
the Employment and Social Insurance Act authorizing 
the appointment of am Employment and Social Insur- 
ance Commission for the purpose of assembling informa- 
tion regarding health insurance plans and _ reporting 
thereon, and it was authorized to submit to the Governor 
in Council proposals for cooperation by the Dominion 
in providing benefits. The Act was submitted to the 
Supreme Court of Canada and was found to be 
unconstitutional. This judgment was affirmed by the 
Privy Council. 


In June, 1941, under direction of the Minister of 
Pensions and National Health a report of deficiencies 
in the field of public health and medical services in 
Canada was prepared by the Director of Public Health 
Services and presented by him to a general meeting of 
the Dominion Council of Health and representatives of 
national voluntary health organizations. As a result of 
these discussions a study of public health and medical 
services was undertaken with the object of formulating 
a health insurance plan. 

In October, 1941, the Canadian Medical Association 
formed a Committee on Health Insurance to assist the 
Director of Public Health Services in the preparation 
of a tentative draft plan for public health and health 
insurance, : 


Advisory Committee on Health Insurance 


On February 5, 1942, the Dominion Government by 
Order in Council authorized the formation of an Ad- 
visory Committee on Health Insurance consisting of 
officials of several Departments of the Government under 
the chairmanship of the Director of Public Health 
Services of the Department of Pensions and National 
Health. The terms of reference given to the Committee 
were 

“to study ail factual data relating to health insur- 

ance and report thereon to the Minister of Pensions 

and National Health”, 


With the object of surveying the Canadian scene, 
studying the needs of the country and drawing up a 
plan incorporating the needs of the people, health insur- 
ance committees of organized professional and lay 
groups were formed. These included the Canadian 
Medical Association, the Canadian Dental Association, 
the Canadian Hospital Council, the Canadian Nurses 
Association, the Catholic Hospital Council of Canada, 
the Canadian Public Health Association, the Canadian 
Pharmaceutical Association, the National Council of 
Women, the Canadian Welfare Council and the Cana- 
dian Association of Social Workers, the Trades and 
Labour Congress of Canada, the Canadian Federation 
of Agriculture, the Canadian Manufacturers Associa- 
tion and the Canadian Life Insurance Officers Associa- 
tion. The majority of these organizations made direct 
recommendations approving the principle of health 
insurance. Bide] 

The Advisory Committee continued its deliberations 
which resulted in the preparation of a draft Health In- 
surance Bill, which was presented to the General Coun- 
cil of the Canadian Medical Association in Ottawa on 
January 18, 1943, at which time the Council went on 
record as favouring the principle of health insurance. 


Special Committee on Social Security 

The réport of the Advisory Committee on Health 
Insurance included a draft Health Insurance Bill and 
was presented to the Special Committee on Social 
Security appointed by the House of Commons on March 
16, 1948. 

This report contains a comprehensive review of the 
development of health insurance. The outline which 
follows indicates the nature of the subjects covered in 
the report and a page reference thereto. 

Part II of the Report presents a “Historical Sur- 
vey” in which Chapter II deals with “The Evolution 
of the Social Security Idea” under the following sub- 
headings: 


Page 
Ie Wihate Social eSecurity ssi. ager. ona c ee cae 48 
ROIS IIS Hee Athaete apes P ee ieyaiascecgels. ceayel gis Guatevenennienenens 48 
OMEN Ga A Cea eindicdetrsit a syrevs sib sehooree kart etons 48 
4. The Industrial Revolution ............... 50 
5. Later Nineteenth Century................ 50 
Gu Hmergvencey ol a: Pattern: do.acceces acu oa 6 51 
MEM SOCIO eA GOISTATIC EM cess. +. olcitycty bei elsvexe shexeseles buat 52 
SROOCIAMLNSUEAN CE? fd. cree src. jeeiis a saaenee 52 


Chapter III of the Report deals with “The Rise of 
Health Insurance” under the following sub-headings: 


Page 
TRG, ROU MMM Si latin ties shoe occa Ov Ablareele oat tte otal 55 
2. Its Importance in Modern Society........ 58 
GeMLESEERLEN by DO-CAY , oweciiercie stele ve isn enneesene 58 


Chapter V of the Report deals with the “Growth of 
the Movement in the United States” under the follow- 
ing sub-headings: 


Page 
JecGroup. Hospitalization 245. ..0. 0-66 0 sje 71 
DEE CLOW Mm VUCUNCIN EW yaw vieelscrn ete cteistsle siete teats tiers 71 
3. Medical Attitudes towards State Medicine. 72 
4. Social Security Act in Relation to Health.. 73 
5. National Health Conference.............. 74 


Part III of the Report presents a résumé in Section 
1 of the “Voluntary Schemes”—page 8l—and in Sec- 
tion 2 of the “Compulsory Schemes’—page 93—in 
various countries. Complete details are given regarding: 


Page 
(a) the extent of existing health insurance 
schemes in other countries.............. 143 
(b) the growth and scope of the organizations. 153 
(c) the methods of administration and finan- 
Gite 5 sch ohare GOO D> CRUnt olooe PoodS CON 154 
(d) the distribution of the benefits .......... 156 


The Committee on Social Security heard 117 wit- 
nesses representing 32 groups, including the health in- 
surance committees which had appeared before the Ad- 
visory Committee on Health Insurance. All groups 
expressed themselves generally in favour of the prin- 
ciple of health insurance. 

After discussing the draft Bill, the Special Commit- 
tee on Social Security made the following report to the 
House of Commons on July 23, 1943: 


“The Committee approves of the general prin- 
ciples of health insurance set forth in the Health In- 
surance Bill respecting public health, health insur- 
ance, the prevention of disease and other matters 
related thereto. 
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“The Committee recommends as follows: 


1. That before the Bill is approved in detail or 
amended and finally reported, full information 
regarding its provisions be made to all the prov- 

 Inces, 


2. That to provide this information, officials of the 
various Government departments concerned be 
instructed to visit the various provinces and to 
give full details of the proposed legislation to the 
provincial authorities. 


3. That, if possible, before the next session of Parlia- 
ment a conference of representatives of the Gov- 
ernments of the various provinces and the 
Dominion be held to discuss certain complex prob- 
lems involved, especially financial and constitu- 
tional questions. 


4. That in the light of all the information meanwhile 
obtained, study of the Bill be continued by a 
Committee of the House and by the Advisory 
Committee on Health Insurance.” 


The Advisory Committee on Health Insurance con- 
tinued its studies as recommended, in the course of, 
which the financial suggestions contained in the first 
draft Bill were revised by a sub-Committee on Health 
Insurance Finance. Data relating to the proposed plan 
of health insurance was prepared for the provinces but 
members of the Advisory Committee did not visit the 
provinces as recommended because it was considered 
that the financial proposals were not sufficiently com- 
plete for presentation to the provinces. 


When the Advisory Committee had completed its 
studies a new draft Bill was placed in the hands of the 
Minister of Pensions and National Health and referred 
by him to the Special Committee on Social Security. The 
Bill was discussed and amended and reported to the 
House on July 29, 1944. 


The report presenting the amended draft Bill to Par- 
liament by the Special Committee on Social Security 
was as follows: 


“After a long and careful study of the subject of 
Health Insurance, which included the taking of 
evidence and the receiving of briefs from all inter- 
ested organizations, your Committee presents here- 
with a draft Health Insurance Bill submitted by the 
Department of Pensions and National Health which, 
with minor amendments, it has approved with the 
exception of Clause 3 and Schedule 1, dealing with 
financial arrangements between the Dominion Goy- 
ernment and Provincial Governments. 

“Your Committee recommends that this Bill be 
referred to the Dominion-Provincial Conference for 
consideration of its general principles as expressed 
in its various clauses, and of the financial arrange- 
ments involved. 


“Your Committee heard evidence and received 
briefs on other phases of social security, but they 
were unable to give detailed or adequate study to 
the whole subject, which involves also intricate finan- 
cial and constitutional problems. Your Committee 
recommends that when possible, consideration be 
given to the extension of unemployment insurance, 
sickness cash benefits, funeral benefits and other 
measures which will help to provide protection against 
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old age, illness and economic misfortune, and to the 
establishment of greater coordination, and the elim- 
ination of overlapping or duplication of existing 
measures of social welfare under Dominion and Pro- 
vincial Governments.” 


Conference of Ministers of Health 


While the meetings of the Special Committee on 
Social Security were taking place, a conference of Pro- 
vineial Ministers and Deputy Ministers of Health was 
held at Ottawa on May 10-12, 1944, to discuss the draft 
Bill. This was the second meeting of Provincial Min- 
isters and their Deputies with the Minister of Pensions 
and National Health. The first meeting was held in 
September, 1942, to discuss the first health insurance 
proposals, Those in attendance at the second meeting 
approved the principle of health insurance. Doubt was 
expressed by some of the Ministers regarding the ability 
of their provinces to apply all of the benefits of the Bill 
at one time and also the ability of the people and pro- 
vincial authorities to contribute the amounts indicated 
in the Bill. 


Some doubt was cast upon the estimate of cost of the 
individual services as prepared by the Advisory Com- 
mittee on Health Insurance, and a sub-Committee was 
formed to discuss the subject. In the main, the sub- 
Committee was in agreement with the findings of the 


Advisory Committee on Health Insurance. Subse- 
quently, the subject of the estimated cost of dentistry, 
which had been questioned as being too high, was refer- 
red to the Canadian Dental Association for considera- 
tion. The Canadian Dental Association expressed the 
opinion that the amount allotted to dentistry was not 
excessive. 

The discussions of the Provincial Ministers of Health 
and their Deputies were reported to the Special Commit- 
tee on Social Security, and it was suggested by that 
Committee that as certain of the matters were related 
to finance they should be left for discussion at the 
Dominion-Provincial Conference. 

The draft Bill as reported by the Special Committee 
on Social Security of the House of Commons on July 27, 
1944, together with submissions expressing the opinions 
of the professional and lay groups regarding Health In- 
surance, are to be found in full detail in the Minutes of 
Proceedings and Evidence of the Special Committee on 
Social Security. The Bill gives in detail a sample 
organization under which a_provincially-administered 
Dominion-sponsored plan of health insurance might 
be operated. 

The following list sets forth the organizations and 
departments presenting evidence to the Social Security 
Committees in 1943 and 1944 together with the page 
reference to the Minutes of Proceedings and Evidence. 


SPECIAL COMMITTEE ON SOCIAL SECURITY—1943 


No. of 
Proceedings 
Date and Organization or Department Presenting Evidence Evidence Page 
Evidence 
March 16 1 Department of Pensions and National Health: 
SU DUAVS Petrik An, Seg lho Gicheart ch Paice CREME CAC SI TR est I NS ee EE ce rd 1-40 
March 19 2 DPepartnentiowusunance:s CMiemAChUal yin erin Mae ci anti enna ee ioe 46 (67-79) 
Department of Pensions and National Health: 
Directomomeublc; Health; Servicesvescta ieee teats ei ceseisise vo eeiraeeiae rt bitte 46-61 
March 23 3 DepartmentrofIineurances @hiet A chuanyanmemre anuies Geet oem eriec eee it 83-98 
Department of Pensions and National Health: 
Director of Publicublesltht Services srr ceva ve se feve cic aieless clepetciew) ncieicieaside os here ss 99-106 
March 30 4 Dominion Council of Health: Provincial Deputy Ministers of Health.............. 107-129 
Department ofslusurances.© hick Actuary: ert ae ene deeicn ae ener ey eee 119-128 
April 6 5 Canadian? MedicaltAssociationacae sepia nei ier tele cet euc ical raueia a ens ee fans 133-160 
April 9 6 Canadianvuberculosisr Associa tionye a. acaetapcnats oe cies See isee tale al a ohetaesdieceno ie in 161-168 
(189-195) 
Canadian: Hospital @ouncil pepe sarin. mre Paty arsenal ric Sen Sel mache neers teas rer 170-187 
April 13 a Canadian Nurses Association and allied organizations...............00+-c0eeecees 197-215 
May 7 8 Canadian Medical Association: Department of Cancer Control.................0+- 217-231 
Canadian’ pharmaceutical Associavloneacey a eirin ais eie ear eo aeeeee etek mia: 231-240 
May 11 9 Canadiana DentalvAssociationme yeni supers cee tae iat k ace oe elas ae hn AEA eee eB Tvohers 241-259 
Canadian Medical Association: Industrial Hygiene Department................... 259-265 
May 14 10 Department of Pensions and National Health: 
Division of Child and Maternal Hygiene (and special witnesses on maternal and 
child. health) Cone e mtr McwnIne toe lak atom Ane Wo ce sds cuca vaste ethic ae tetas 267-281 
@anadian HederationvObeAcn Cult uronnmeier is ater \e ite niece. cetae serie ese tine ey ees 281-314 
May 18 11 Special) Witnesses on Mental: Hygiene sas ene cade cei tonh bei acis aaron 315-330 
(337-339) 
Mradessandeuaboum Conrress olan samen ramet Soe a arta en te eee eee 330-336 
May 21 12 Canadian PublicyHcalt heAssociation san enerrtiea re Gee cali emit ien ernie 341-363 
May 25 13 Sir) Williams Beveridgememenmrracete tri. erect cetera chskae Atereicue chavarsie re cners coca teccicets 365-379 
May 27 14 Special-witnessesion phy sicalsutness naeceyas seme) ree eine cinco tise d ee 381-406 
May 28 15 National: Counciliof Womenyeramertts aesc ate ercccetens 14 soit aslavate city choreutcpehcdcycted py ole aa» 407-408 
La Fédération des Femmes Canadiennes Frangaises..............0ceececeeeeeees 408-409 
het@atholiexWomensenlsen gue see sc sont ist ras cicbatskons trast ists onepticloutcolinecetircoeielb felons t 409-410 
Department of Pensions and National Health: 
Division omvenereal Disease: Controlweerec acme ee een ae aie a 410-416 (435-438) 
(Special witnesses on venereal disease)..........2..0c2escccensecceesrscssveecs 416-434 (506-508) 
June 1 16 Christian: ScientistefofyWanadatseramat as cieeuteeittclnictrer ict eas nic cra ceie ee 439-456 
Canadians Association of Optometristsaacriac comic tsi a sel a caeteiieis os cre eyes 457-475 
June 4 17 Dominion Councilor Chiropractors ass aeer isso ae aie eure ieee eee: 479-499 
Drucless Practitioners ot Ontario erase icets aelaieecslclaisein cei ees: 499-505 
HumanrAdjustmentalnstitutemanciteercisn eit siete aie ctor cele teres ue roel cnicinteirsier: (509-510) 
June 8 18 Canadians bite Insurances Oficers pAssociation sma. suet st siteieia oei aoe aie sete ee ete 512-532 
June 10 19 Gansdian bederation. of-A griculturcas rene ae ion eke ee ee eine tee toe 533-554 
Medical ‘Liberty: League se cwttactscraa era eins tia aitenter cites ate che hae by elevars Shc ata niet ae 554-568 
June 11 20 Catholic; Hospitalsjofi@anad deere. ur wicks laces nie mactasr ars euisbaisasy’ Ensd veuscioushe siete aes 569-587 
June 15 21 Ganadian: OsteopathicrAssociatlOnyesarp arate taiee eredieieei suse ere aur weac koma re neta tet e 589-612 
June 16 22 National Research Council: Medical Research Committee................00-0000 613-618 
June 18 23 Dominion Council of Health: Committee on Civilian Blind............/........... 619-627 
CanadianyNationalsinstitute tor toe Dns onder apeeiicciaidens cielo: cis craaietcede a 627-644 
(644-652) 
June 22 24 Chiropodists of the Dominion Canadian Medical Association...................055 653-660 
(Supplemientaryd brich) aor nas acters sion aehalciobn sutiaaleve encte letatereicrassatiscareaserareusetene ste: sie 661-668 
June 29 25 Victorian OrderiotiNursestappiss aarste Seven eorths teens ears ook ape ayeldte: cr alereie tos arsenate she 669-679 
Department of Pensions and National Health: 
Solicitor Meacrert enue erent lek areytoreoe sta vekel as echt, sheers aber Sin Gre ck Make oy due aoey sual abar's Oe 679-688 
July 6 26 Canadianshicderatiou Olt non. lind mmemrer avenicite ate ctarele| steys eiteket- atsyelsrelcie aie papers cals aie 689-699 
Canacianrberion ab. His ilnms rast sicta ie etree retrace cxeies lel cictin e o oyersivicd sare) area's eieyetehoroma eis 699-714 


(and Imperial Division, B.E.S.L.) 


(No further evidence heard in 1943) 
(Evidence included in appendices indicated in parentheses) 
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SPECIAL COMMITTEE ON SOCIAL SECURITY 


1944 
ann EEE 
No. of 
Proceedings 
Date and Organization or Department Presenting Evidence Evidence Page 
Evidence 
ae a 8 es le el I 
Feb. 24 1 Department of Pensions and National Health: 
March 1 Minister cosia 5.) fd) bee CRO EPIER PREECE or tots... 4 05s oo-6 tka eee 1-12 
Director; Public HealthiServicesmepe ern ce ees. ee ee ee 13-22 
March 9 2 Department of Pensions and National Health: 
Ministers 000, Sic eee eect cc tet ee 23-28 
Director, Public HealthiPergidewaneeee eit. vt oks oes cc x oy cite a ee 28-36 
Sub-committee on Health Insurance Finance............0.eccececcecececcucecces 28-47 
March 16 3 Department of Pensions and National Health: 
Director, Publi¢ Health Servitvessenee tie thes ac oss ccir + 2d me Lee ee 53-69 
Sub-committee on Health Insurance Finance.............0.-cccccceccuccucccccee 68 
Department of Pensions and National Health: 
Departmental Solicitor Pe amereet cts eae aac. ts sivcs vs ho cee Ghee Cee 58 
Department of Insurancet#Chiet Aotuaryetcce ve. 4. +.o1c's's.< 0c. coe none ae 60-62 
70-72 
March 22 4 Department of Pensions and National Health: 
Director, Public: Healthiservicesemaaeeeeiatee ck ac cece ae eee ee 75-86 
Sub-committee on Health Insurance Finance..............0cccccccccucuccucecuee 87-102 
Department ‘of InsuranedsiChiet sAciuary-ics... 45... 6+ .s «sone aden eee eee 97-98 
March 30 5 Department of Pensions and National Health: 
Director, Public) Healthy Servicesse mee sey wae ecco) coe ce eee 107-123 
Sub-committee on Health Insurance Finance..............2.ccceccecuceccececces 108-114 
Department of Pensions and National Health 
Departmental Solicitor: aan eens: eck. 2. ccs 15 ee en ee 131 
Dominion Veterinary Medical Counrlvnns, tae ores css: ho ee (184-140) 
April 20 6 Department of Pensions and National Health: 
Director, Public Health Servicesswees seen iat occas cs a apan ee 1438-159 
Sub-committee on Health Insurance Finance..............eccccececcececccceccee 157 
Christian Scientists of Canadaigenomemesccha<, ccs. cc ec, un een (165-170) 
Dominion Council of Chiropractors.........-..-...-......... ahs Geo oe (170-176) 
Special Appendix on Doctors) Mees memste ie as.) oc. sc. occ ce oe Cee (177-183) 
April 26 i Christian Science Orghnizationaayee mee aes occ ccc scsase kee ee 195-198 
Department of Pensions and National Health 
Director, Public Health Settices smear ar to cc cect ee 193-194, 203 
Departmental ‘Solicitor. 2 chimera Sees voy scl ke ee 199-200 
Department of Insurances Chief Actuarys. 0.02 2.6.5.0cs¢s++c. ec eee ee Lee 202 
Canadian: Congress of. Labour.) syemmertice fate es finca. se a) noe ee eee (209-218) 
Canadian Association of Social Workers................ccccceccccccecccccccece (219-224) 
May 2 8 Department of Pensions and National Health: 
Director, Public Health Serviceseaeee tetas. |... keke ne ee ee eee 225-235 
May 4 9 Consideration of Draft Bill: No evidence heard. 
May 9 2) “ “ “ 
May 16 ee 77 “ “ 
May 18 — State Hospital and Medical League, Regina, Sask.......... ueyalie Wis ge olen REALE eee (237-274) 
May 23 —_ Consideration of Draft Bill; No evidence heard. 
May 30 — Provincial Ministers and Deputy Ministers of Health.......................-.... (275-277) 
June 1 = Consideration of Draft Bill: No evidence heard. 
June 22 10 Special Witness: 
Executive Director, Canadian Welfare Council..............0c.ccceccceccccce. 280-299 


(299-301) 
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SPECIAL COMMITTEE ON SOCIAL SECURITY—Concluded 


1944 
No. of 
Proceedings 
Date and Organization or Department Presenting Evidence Evidence Page 
Evidence 
July 4 at Department of Pensions and National Health: 
Wirector Public Elealthy Services sias wabvect seine men ee aaa ar iat eed 302 
Departmental Solicttoraee snyerne wea hl csh ek en ae este keene 302 
HepartmentiomInsurances Chieti Actuary +. ieee eee eine aie tiaie ete 302 
Special Witness: 
Executive Director, Canadian Welfare Council................ccsseeeeecececes (303-316) 
July 13 12 Special Witness: 
July 18 _ Principal and Vice-Chancellor, McGill University.................cecc cee ence 320-334 
July 27 13 Third Report and Draft Health Insurance Bill: No evidence heard. 


(Evidence included in appendices shown in parentheses.) 


SUMMARY OF OPINIONS REGARDING HEALTH 
INSURANCE 


Recommendations made to the Social Security Com- 
mittee in 1943 and 1944 are summarized in the accom- 
panying diagram, the most striking feature of which is 
the almost unanimous support given to the principle of 
Health Insurance by organizations presenting briefs and 
evidence. 


Only one organization was quite opposed to Health 
Insurance, and another group requested exemption of its 
members on religious grounds. 


Among those organizations bringing forward recom- 
mendations relating to administration, there was wide 
agreement as to the desirability of control resting with 
the provinces. Most of these groups favoured admin- 
istration through independent, non-political commis- 
sions, a small minority only preferring to have adminis- 
trative responsibility rest with Provincial Departments 
of Health. These groups advocated the organization, 
in each province, of representative boards to act in an 
advisory capacity only. 


It was suggested by some that the Federal Govern- 
ment should be responsible for coordination and the 
establishment of standards. 


Comparatively few groups made suggestions respect- 
ing financial organization. Some expressed approval of 
the principles of grants-in-aid from the Federal Govern- 
ment, and of compulsory contributions. Preference for 
finance through taxation rather than direct insurance 
contributions was expressed by a few organizations. 


Support was given generally to the principle of uni- 
versal coverage, although a number of groups favoured 
an income limit or made special recommendations. 


Most organizations presenting evidence assumed 
medical care benefits, explicit support being given 
solely to this aspect of insurance by a few groups. 
Cash sickness benefits were recommended specifically by 
three organizations. Most groups appeared before the 
Committee to make special recommendations respect- 
ing benefits. 
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Resotutions or NATIONAL ORGANIZATIONS 
Many resolutions have been passed supporting Health 
Insurance, among them the following: 


At the 31st Annual Meeting, Canadian Public Health 
Association, held in Toronto, June, 1942: 

“Whereas there is urgent need in Canada for the 
more adequate provision of general medical, dental 
and nursing services, 

“And experience in Great Britain and other coun- 
tries has demonstrated the value of a system of com- 
pulsory contributory health insurance, 

“And this association believes that in any health 
insurance program, adequate provision for preventive 
service is essential, 

“Be it resolved that this association endorses the 
principle of national health insurance and urges that 
the provision of preventive services should form an 
essential part of this program.” 


At the General Council of the Canadian Medical 
Association, held in Ottawa, January 18-19, 1943: 


“Whereas the objects of the Canadian Medical 
Association are: 


1. The promotion of health and the prevention of 
disease; 


2. The improvement of health services; 


3. The performance of such other lawful things as 
are incidental or conducive to the welfare of the 
public; 

“Whereas the Canadian Medical Association is 
keenly conscious of the desirability of providing ade- 
quate health services to all the people of Canada; 

“Whereas the Canadian Medical Association has 
for many years been studying plans for the securing 
of such health services; 


Therefore be it resolvéd that: 


1. The Canadian Medical Association approves the 
adoption of the principle of health insurance; 


2. The Canadian Medical Association favours a plan 
of health insurance which will secure the develop- 
ment and provision of the highest standard of 
health services, preventive and curative, if such 
plan be fair both to the insured and to all those 
rendering the services.” 


At the 47th meeting of the Dominion Council of 
Health, held in Ottawa, May 28-29, 1945: 

“Whereas the Dominion Council of Health has 
expressed on numerous occasions its conviction that 
the provision of nation-wide health insurance is essen- 
tial if adequate medical, dental and hospital care is 
to be available to all citizens in Canada, and 

“Whereas the Council is gratified to learn from 
the Honourable the Minister of Health and Welfare 
that the introduction of health insurance is planned 
and that a policy of grants-in-aid to the provinces 
has been approved for the purpose of providing 
assistance needed in the supply of adequate local 
health services in the control of tuberculosis, venereal 
diseases, in the prevention and treatment of mental 
illness, in the training of essential public health per- 
sonnel, and in the furtherance of medical research, 
particularly as related to public health; and 
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“Whereas these and other measures proposed give 
the Council great encouragement in their belief that 
the implementing of the proposals will advance 
greatly the health and welfare of all the people of 
Canada; 

“Therefore be it resolved that the Dominion 
Council of Health, assembled at Ottawa on May 
28-29, 1945, express to the Honourable the Minister 
of National Health and Welfare its appreciation of 
the broad public health program which he has pre- 
sented to the Council with its objective of making 
the Canadian people the healthiest in the world.” 


HeauttH INSURANCE IN THE PROVINCES 


British Columbia—The Royal Commission appointed 
in 1919 recommended the adoption of Health Insur- 
ance and in March, 1928, as the result of a resolution, 
a Committee of the Legislative Assembly was appointed 
to enquire into the workings of systems of Health 
Insurance and Maternity Benefits. A Royal Commis- 
sion on State Health Insurance and Maternity Benefits 
was appointed by the Provincial Government in April, 
1929. This commission published two reports, which 
strongly favoured the adoption of Health Insurance. 
These Reports were the basis of a Health Insurance 
Bill which was drafted for presentation to the Legislature 
in 1934, but was withheld pending further study. 

On March 31, 1936, the Legislature passed a Health 
Insurance Act which was to have gone into effect on 
January 1, 1937. This legislation applied to employees 
with a limited wage; it did not include indigents and 
the benefits were limited. All the machinery had been 
set up for the collection of the funds but, chiefly through 
the opposition of the medical profession, the legislation 
was suspended at the last minute. The opposition is 
stated to have been based on the failure of the Bill to 
cover indigents. It was felt that the financial burden 
of full pepulation coverage was too great for the Prov- 
ince to assume, and that the Dominion should contribute 
to the scheme. 

The Act was contributory and compulsory for all 
employees whose incomes were less than $1,800 per 
annum. Agricultural employees, Christian Scientists 
and members of certain industrial health care plans in 
existence prior to 1986 were exempt. 

The plan included mandatory and permissive bene- 
fits, the mandatory being medical practitioner service, 
hospital care (for not more than ten weeks), necessary 
drugs and laboratory services; and the permissive, such 
additional medical services as the fund might permit. 
The insured had the choice of doctor. 

The costs were to be borne by the employer and the 
employee, while the funds were to be centrally controlled 
and administered by a Commission. 


Alberta—The Alberta Health Insurance Act of 1935 
had its beginning in 1928 when a resolution was passed 
in the Legislature requesting the Government to examine 
existing schemes of health insurance. The Committee 
made a report in 1928 but nothing was done until 1932 
when another committee was appointed for the purpose of 

“considering and making recommendations ... as 

to the best method of making adequate medical and 

health services available to all the people of Alberta; 
reporting as to the financial arrangements which will 
be required . . . to ensure the same”. 
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In 1935 a Bill was introduced into the Legislature 
and passed. This legislation provided benefits such as 
general practitioner service, minor surgery, obstetrics, 
specialist services, hospital services and facilities, dental 
services, prescribed medicines and surgical appliances 
and preventive medical services for each unit. It was 
proposed to divide the Province into district units and 
to set up full preventive medical services in those areas. 
The Act called for full coverage of all persons resident 
in the province, the costs to be borne jointly by the 
employer, the wage earner and the Province. The total 
cost was estimated at $14.50 per capita per annum, and 
the funds were to be centrally controlled and adminis- 
tered by a Commission. The legislation has not been 
implemented. 

In 1944 the Legislature passed a Maternity Hospital 
Act, to provide free maternity hospital care (up to 12 
days) for women who have been residents of the Prov- 
ince for twelve consecutive months out of the twenty- 
four immediately preceding admission. 


Saskatchewan—In Western Canada a local unit 
of government (a rural municipality) is an area consist- 
ing of from 200 to 300 square miles wherein the popula- 
tion varies from 1,200 to 3,000 persons. In 1919 many 
of the municipalities of Saskatchewan had, through 
public enterprise, inaugurated a scheme to provide medi- 
cal care in their communities. The plan was commonly 
known as the “Municipal Doctor Plan” which means the 
engaging of a physician on a salary basis to give the 
residents of the municipality the benefit of medical care. 
By 1944 this type of medical care service was operating 
in 103 of the 343 municipalities in the Province, 


The Municipal Doctor Plan may be operated under 

the provisions of two statutes: 

(a) The Rural Municipality Act provides that the 
Council of Municipality may pass a by-law for 
the purpose of making: 

(1) an annual or other grant or guarantee (not 
exceeding $1,500 per annum) to a legally 
qualified medical practitioner as an induce- 
ment to reside and practise his profession 
within the municipality, 

(11) or engaging the services of a legally qualified 
medical practitioner for the municipality at 
a maximum salary of $6,000 per annum, or 
if the municipality exceeded nine townships 
the salary might be increased not more 
than $600 for each additional township. 

The financing may be provided out of a tax levy 
as part of the general levy or as a special levy 
to cover the cost of medical or surgical services. 


(b) The Medical and Hospital Services Act provides 
that the Council of a Municipality may pass a 
by-law to make provision for medical or hos- 
pital services or both to residents of the munici- 
pality. All agreements made by doctors or 
municipalities are subject to the approval of a 
Health Services Board established under the 
Provincial Department of Health. The costs of 
the services are determined by an estimate of 
the amount required which determines the 
amount of the tax to be levied in respect of each 
resident of the municipality for the year. The 
amount of the tax is subject to the approval of 


the Health Services Board but the total in 
respect of any one family may not exceed $50 
per annum. 


The “Town Act” and the “Village Act” contain — 
somewhat similar provisions regarding the employment 
of medical practitioners. On May 6, 1944, 46 rural 
municipalities provided both medical and hospital care 
for their people. 


The agreement between the Council and medical 
practitioner usually requires that the latter act as medi- 
cal officer for the community, that all indigent cases 
resident therein be given free medical care, as well as 
all resident rate-payers, their families and their depen- 
dents. From a public health point of view the system 
approaches the full-time health unit because the prac- 
titioner is required to give all the school children a 
medical examination once a year, in addition to the 
vaccination and immunization of pre-school and school 
children. Provision was made for the repeal of the 
by-law, but by 1944 not one municipality which had 
tried the municipal doctor system had voted to rescind it. 


In 1943 a Social Service Committe was appointed by 
the Legislature to study health and welfare conditions 
in the Province. Various organizations appeared before 
the Committee and made representations. The Com- 
mittee continued its studies, in particular the draft 
Dominion Health Insurance Bill, and in 1944 made a 
unanimous report to the House which was adopted and 
an Act respecting Health Insurance was passed. The 
Act enables the municipal doctor system to be used 
under Health Insurance. Many sections of the Act are 
identical with sections of the Dominion Draft Bill pro- 
viding for contributory health insurance with universal 
coverage and making provision for similar benefits to 
those in the Dominion Legislation. 

A “Health Services Act” which was passed at the 
1944 fall session of the Legislature established a Health 
Services Planning Commission to work out in detail the 
successive steps through which health services will be 
implemented. The Commission is at present working on 
plans to divide the Province into health regions each of 
which will be under the direction of a full-time public 
health officer, who will be responsible for coordinating 
all the medical services in the region in addition to his 
regular public health duties. The Municipal Doctor 
Plan will, with some variations, be the basis of medical 
care in the rural areas. 


It is the intention of the legislation to improve hos- 
pital and laboratory services and to establish travelling 
clinics. Within certain limits the residents will finance 
the services in each region under plans to be recom- 
mended by the Commission. The Provincial Govern- 
ment will give financial assistance where necessary. In 
the eight cities a system of health insurance is proposed. 
Subsequently in 1945 an amendment to the Health Ser- 
vices Act provided free health and hospital services for 
old age and blind pensioners and dependents, recipients 
of old age pensions from other Provinces who have 
resided in Saskatchewan at least 12 months immediately 
prior to the date of application for health services, 
women entitled to Mothers’ Allowances under the Child 
Welfare Act, and children who are wards of the Prov- 
ince. It is understood that a complete system of free 
hospital care is being investigated, 


Mamtoba—Manitoba adopted the Municipal Doctor 
Plan in 1920 and by 1944 there were 21 municipalities 
which had passed the necessary by-law to bring the plan 
into operation. In 1942 the Provincial Department of 
Health, working in cooperation with the Manitoba 
Health Officers Association and the Manitoba Medical 
Association, drew up a “minimum standard of health 
services for part-time health officers”. ‘This was adopted 
by the Union of Rural Municipalities which urged that 
the individual municipalities be contacted and encour- 
aged to adopt the standards. About 27 per cent of the 
municipalities of rural Manitoba were meeting these 
standards in 1944. 

The Legislature of Manitoba on April 7, 1945, passed 
an Act entitled “The Health Services Act” which was 
designed to provide for the improvement of the health 
of the citizens of the Province. In the words of the Hon. 
Ivan Schultz, Minister of Health and Public Welfare, 
the Manitoba Health Plan envisaged by the Legislation, 
is based on the principle that the fundamental respon- 
sibility of a health service should be to prevent disease. 
To carry this principle into effect, full-time health units 
will be set up covering the entire Province in order to 
direct and supervise preventive services, to ensure effec- 
tive coordination of health programmes, and to provide 
uniform standards. The service will be under Provincial 
control and direction with the Province sharing the 
operational costs with the municipalities. 


The Minister points out that some of the advan- 

tages of the Health Unit Plan are: 

(1) It provides the proper basis on which to build a 
scientific health programme in the Province and 
provides a logical and natural foundation for any 
health scheme, 

(2) It completely relieves the municipalities of all 
provision for and payment of health officers. 

(3) It also relieves the municipalities of certain 
responsibilities that are optional with them now, 
including immunization programmes and periodic 
examination of school children. 

(4) It offers rural medical practitioners consultative 
and co-operative services in regard to all forms 
of preventive medicine, but does not in any way 
interfere with their practice or infringe upon 
their rights. 

(5) The health unit plan offers the most effective 
approach in solving our present problems in 
reference to maternal mortality, tuberculosis, 
and venereal disease. 


The estimated cost of this is $1 per person per year. 
Two-thirds of this cost (67 cents per person) will be 
assumed by the Province and the balance of one-third 
(33 cents per person) by the municipality. 

The actual net cost to the Province after certain 
deductions, is estimated at $265,300 and to the munici- 
palities (exclusive of Winnipeg) $71,000. The legislation 
makes provision for the setting up and control of the 
health units and 

(1) the municipalities cannot be compelled to enter 

the plan 

(2) there is the local advisory board for each health 

unit; the majority of the members are appointed 
by the municipalities and the minority by the 
Minister. 
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The second principle of the plan is the provision of 
diagnostic facilities, so that any medical practitioner 
may have readily available diagnostic facilities both of 
the X-ray and the laboratory type. It is suggested such 
equipment should be compulsory for all hospitals and 
that any necessary diagnostic test should be provided 
free, other than a small service charge. The Minister 
summarized the advantages of providing diagnostic ser- 
vices as follows: 

(1) It will eventually put at the disposal of every 
medical practitioner in Manitoba most of the 
scientific equipment necessary for proper diag- 
nosis and modern medical treatment. 

(2) It is an inducement for the young and ambitious 
medical practitioner to practise in rural areas. 

(3) It brings close to all patients throughout the 
province most of the advantages of modern diag- 
nosis and treatment, and enables them to remain 
at home when otherwise they might have to 
leave home. 

(4) It lifts the whole standard of rural practice, by 
improving the means of services. 

(5) The fact that the services are free, subject to a 
small service charge, means every person, ir- 
respective of means, will have the advantage of 
modern diagnostic equipment and modern tests. 

(6) By placing this equipment in rural hospitals it 
helps to raise their standing and lowers their 
costs. 

(7) The plan would eventually give to the urban 
citizen of moderate means—the great middle 
class—a relief that is very definitely needed and, 
at the same time one that will be appreciated by 
the general practitioner in the large urban centre. 


The actual cost for the equipment required to supply 
diagnostic service is estimated at a total of $300,000, 
while the operational costs in the rural areas is estimated 
at 50 cents per person divided on the basis of 33 cents 
to the Province and 17 cents to the municipality. 

The third basic principle is the provision for curative 
medicine. The Minister stated that this involves: 

(1) The services of a general medical practitioner 
should be readily available to all people of our 
Province when they are ill. 

(2) In view of the disabling effects of such illness, 
the cost should be provided for in advance. 

(3) Imposing a municipal tax distributes the burden 
most equitably. 

(4) Payment for provision of such services should be 
a matter of arrangement with the medical prac- 
titioner and may be by way of salary, by way of 
capitation fee, or by way of payment for services 
rendered, or by any combination of these. 

(5) When any municipality enters fully and co- 
operatively into the disease prevention pro- 
gramme, i.e., provides for health units and 
diagnostic services, the Province should make a 
contribution to the cost of curative medicine in 
such municipality. 

It is estimated that in rural Manitoba this type of 
service can be provided at a cost of $3 per person per 
year. To a municipality complying with the conditions 
the Province undertakes to pay one-sixth of the medical 
care service on the basis of $3 per capita. 
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The Minister stated that the fourth basic principle is 
the provision of necessary hospital accommodation and 
control sufficient and adequate to be made available to 
all the people in the Province. The plan proposes the 
division of the Province into hospital areas, and the 
setting up of a hospital council for the supervision of 
the hospitals (including definite standards of building, 
equipment, accounting and service). The capital cost 
of building and equipping hospitals would be borne by 
the local areas. It is the intention of the Province to 
increase per diem grants to hospitals. 

General provisions of the Act are that the plan will 
be administered by the Department of Health with an 
Advisory Commission of 11 members, one of whom will 
be the Deputy Minister of Health and Public Welfare 
and the other ten members appointed by the Lieutenant 
Governor in Council representing the Canadian Medical 
Association (3), the Union of Manitoba Municipalities 
(3), Board of Governors of the University of Manitoba 
(1) from the Faculty of Medicine, and to be nominated 
by the Minister (3). The Act provides for a new type 
of taxation which the municipalities can levy in the form 
of a personal health levy. This is designed to relieve 
the burden on the land and cannot be levied without 
consent of the rate-payers. 

The Minister stated that the plan is designed with a 
view to enlargement and capable of being integrated into 
any federal national health insurance plan. It is de- 
signed to encourage and develop preventive medicine. 
It is capable of gradual introduction. It recognizes the 
fact that the greatest immediate need for improvement 
in health services is in the rural areas. It aims to pro- 
vide those services consistent with reasonable cost. 


Ontario—With the appointment of the Committee 
by the Ontario Medical Association in 1920, the ques- 
tion of health insurance was first brought to public atten- 
tion, but it was not until 1931 that the Committee sub- 
mitted a report which reviewed the question of health 
insurance. A questionnaire was then circulated among 
the physicians of the province requesting an expression 
of opinion on the subject and it is reported that the 
majority supported the principle of health insurance for 
Ontario. 

In February, 1938, the Ontario executive of the Trades 
and Labour Congress urged the enactment of legislation 
to ensure to all citizens of the Province, irrespective of 
their ability to pay, the full benefits of curative and 
preventive medicines. The joint legislative committee 
of Railway Transportation Brotherhoods recommended 
that favourable consideration be given to health insur- 
ance. 


The Council of the Ontario Medical Association in 
May, 1938, rejected a committee report urging com- 
pulsory health insurance. This report urged that 

“all persons unable to provide adequate medical care 

for themselves should be compelled to belong to the 

insurance scheme. In other words, it should include 
those of the low income group and the indigents”. 


A considerable number of industries in the province 
provide medical care in part or in whole to their em- 
ployees, but there is no uniformity in the type of ser- 
vices provided nor in the methods of financing the costs 
of the schemes. For instance, the employees of the 
Hollinger Consolidated Gold Mines Ltd., at Timmins 


have an association organized to spread the cost of 
medical care. This scheme was drafted by the local 
medical society and came into effect in June, 1937. The 
plan was favoured by over 90 per cent of the employees 
and with their dependents covers a normal population 
of around 9,500. 

During recent years there has been a considerable 
advancement in this province of the group medicine sys- 
tem, by which subscribers through the payment of a 
monthly sum are eligible for medical and hospital care. 
One of the major ventures in this type of medical care 
in Canada is the Associated Medical Services Incorpor- 
ated with head offices in Toronto. This organization was 
established on June 1, 1937. The plan provides generally 
for the participation of any legally qualified medical 
practitioner and any person under 55 years of age can 
apply for membership, choosing his own doctor, and if 
accepted, qualifies to receive certain benefits covering 
medical care, hospital care, medicines and (where re- 
quired) specialized treatment. Membership costs $2 
per month, with the following rates for dependents: 
$1.75 per month for the first; $1.50 for the second; $1.25 
for the third and $1 per month for each additional 
dependent. The schedule of fees paid to physicians is 
100 per cent of the minimum schedule of fees of the 
Ontario Medical Association. The Association claims 
it has demonstrated during the years of operation that 

“it is possible to secure the co-operation of the 

medical profession, the government and the public 

in budgeting the cost of medical care’. 


In 1944 the provincial government passed an Act to 
provide for the improvement of the health of the citizens 
of the Province. The legislation was known as “The 
Municipal Health Services Act” and according to the 
Minister of Health was drawn up on the principle that 
the municipality should have a certain amount of choice 
of the medical care service it wished to receive. The 
Bill was very flexible, it left to regulation many matters 
of a contentious nature and in view of the difficulty in 
estimating costs the stipulation in the bill was that what- 
ever was done must be on a contributory basis. In those 
areas which could do little or nothing grants-in-aid are 
to be provided in order to set up pools for the payment 
of personnel, Where possible, the method of payment 
was to be on a fee for service basis, satisfactory to the 
Ontario Medical Association, 


In explaining the plan to the Conference of Ministers 
on Health Insurance in May, 1944, the Honourable Dr. 
Vivian stated that the Government had: 

(a) insisted on collective bargaining; and 

(b) left to the municipality the choice of method by 

which the money was to be raised; 
and that no plan could be put into effect without the 
approval of the Department of Health. 


The Minister said 

“we want the municipalities to tell us what they 
want, the amount of service they wish to receive, 
and the type of service they want”. 


In some areas they might possibly like to receive 
some service on the insurance basis but he felt that in 
the southern part of the Province the people were more 
interested in “bits and pieces” than an overall plan. 
The composition of the Municipal Health Services Board 
had been left out of the Bill so that it might come under 


the Department of Health and be strictly a technical 
board composed only of medical and associated pro- 
fessions or it might become a Sickness Insurance Com- 
mission. The Minister stated that the government had 
been in consultation with the Ontario Medica] Associa- 
tion, Nurses Association, Federation of Agriculture, 
Organized Labour, Canadian Manufacturers Association 
and various other groups who were intimately concerned, 
and he believed a satisfactory program could be 
developed. 


Quebec—The Quebec Medical Association appointed 
a committee for the study of health insurance which in 
its report to the annual meeting in September, 1932, 
advocated a system of compulsory health insurance 
somewhat along the lines of the French system. 

In 1933 the Quebec Social Insurance Commission in 
a report to the Minister of Labour recommended “that 
recourse be had to the subsidized optional regime before 
the obligatory system” because it was easy to apply it 
to the existant mutual benefit insurance societies. 

In 1943 the Legislative Assembly passed an “Act to 
constitute a Health Insurance Commission”. The Com- 
mission was directed to study the whole problem of 
health insurance and to suggest a plan to meet the situa- 
tion but no report was ever published and the legisla- 
tion was repealed in 1945. 


Maritume Provinces—No action has been taken by 
the Maritime Provinces respecting health insurance, yet 
in Nova Scotia is to be found the oldest scheme of health 
insurance on the continent. The employees of the 
Dominion Steel and Coal Company in Cape Breton 
(Glace Bay district) have a system whereby the workers 
and their dependents receive medical care and cash 
sickness ‘benefits. All together the normal population 
covered is between 30,000 and 35,000 and each employee 
(employees number between 6,000 and 7,000) pays 95 
cents per week regardless of the amount of his wages. 
This is deducted from wages by the company and paid 
into a fund from which the medical bills and sick bene- 
fits are paid. 


COSTS OF MEDICAL CARH IN CANADA 


According to the Advisory Committee on Health In- 


surance the estimated Canadian rate of sickness is 7°65 . 


days per person per year, and on this basis the total 
number of sickness days in the Canadian population 
during 1938 was 88 million. Assuming that each day’s 
illness costs $3 the total cost of illness for that year 
would have been $264 million. To the total cost of illness 
should be added the amount that is lost in wages and 
other income and on the basis of the population distribu- 
tion of the Census of 1931, this was estimated, in 1938, at 
$84 million. Because of the increased working popula- 
tion the wage loss is greater to-day. 

' The cost of hospitalization for illness in Canada is 
great. In 1943 the total expenditure for hospitalization 
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was $86 million distributed as follows: General Public 
(Acute Disease) Hospitals, $59 million; Tuberculosis 
Sanatoria, $8 million and Mental Institutions, $18 
million. 

In estimating the distribution of the cost of benefits 
under the Dominion Draft Health Insurance Bill, the 
Advisory Committee used the total cost figure of $242, 
114,000 which was based on a study by the Dominion 
Bureau of Statistics and an estimated population of 
11,209,000 in 1938. This set the per capita cost at 
$21.60 which has been the figure used for illustration 
purposes in most of the Dominion’s proposals. 

The distribution of the cost of complete health insur- 
ance on the basis of this per capita cost figure of $21.60 
by service benefits using the 1941 Census of population 
would be as follows: 


ESTIMATED DISTRIBUTION OF COST OF HEALTH 
INSURANCE BENEFITS (') 


Population: 11,489,713 Census of 1941 


Cost of Service 


Percent P 
Service of 40) Total 
Total Capita , 
Cost 
$ $000 
1. General Practitioner Service..... 27-78 6-00 68 , 938 
Jellospitali@anre areeyaeeite tree 16-67 3-60 41,363 
3. Visiting Nursing Service........ 2-78 0-60 6,894 
4. Other Medical Services (Consult- 
ant, Specialist and Surgeon)....| 16-20 3-50 40,214 
5. Other Nursing Services (including 
private duty teen tméessmoc eee 13,213 


62 Dental Caren ese coe aa eee 


7. Pharmaceutical (drugs, serums 
and surgical appliances)....... 11-80 2-55 29 , 299 
8. Laboratory Services (blood tests, 
X=PAys CLGz). Sais Heats: 2-78 0-60 6,894 
Complete Health 
Insurance Services} 100-00 | 21-60 248,178 


SOURCES: 


Minutes of Proceedings and Evidence, the Special Committee 
on Social Security, House of Commons. 

“Health Insurance” by the Honourable Ian Mackenzie, Minister 
of Pensions and National Health. 

Report of the Advisory Committee on Health Insurance. 
Report Dominion-Provincial Conference on Health Insurance, 
May 10-12, 1944. 

Provincial Departments of Health. 

The Manitoba Health Plan. 

Publie Affairs. 

Study of Distribution of Medical Care and Public Health Ser- 
vices in Canada, 


1 Exclusive of the cost of Administration, 
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